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EAR DROPS 


Manner of Use: 


/ 


OTITIS EXTERNA 
FURUNCULOSIS 
OTOMYCOSIS 
OTITIS MEDIA 


and 


After gently cleansing and drying the 
ear canal, Otamylon (2 or 3 drops or 
moistened wick) is applied three or four 


times daily. 


Otamylon—bottles (15 cc.) with dropper. 
Otamyion ¢ Hydrocortisone—15 cc. com- 
bination package to be mixed prior to 


dispensing. 


th | 
LABORATORIES 
New York 16, NY 


Otomyion ond Sulfomyion (brond of malenide), trodemorks reg, U. S. Pot. 


BACTERICIDAL 
FUNGICIDAL 
ANALGESIC 
HYGROSCOPIC 


Otamylon is a clear, odorless, 
sterile, viscid liquid containing: 
Sulfamylon® HCI ............ ..5% 
Benzocaine ... .............. 
Anhydrous glycol q.s. 100 


Otamylon with Hydrocortisone: 
Same formula with 0.02% 
hydrocortisone. 
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to make the most of your talents and techniques... 


Michelson-Sequoia Surgical Air Drill 


Revolutionary new explosion-proof safety, and vibration-free bur 
speeds of 0 to 60,000 RPM under fingertip control, are major 
features of this new V. Mueller development. Operates from any 
suitable source of compressed air. Write for complete details. 


VMUELLER & CO. 


Fine Surgical Instruments and Hospital Equipment Since 1895 


330 S. HONORE STREET, CHICAGO 12, ILLINOIS 
DALLAS *« HOUSTON e LOS ANGELES e ROCHESTER, MINN. 
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SURGICAL KNIVES BY 
Rudeiph 


WALTHAM 5 


REPLACEABLE BLADE 


Eye Knife 


UNIFORM © STURDY 


DEPENDABLE 


personalized with your 
name and the name 


of your patient! 


This distinctive 
felt dispensing 
envelope provided 
with every k— 

with our compliments! 
—carries a pertinent message 
from you to your patient... 

a professional, exclusively- 
designed “‘package’”’ from which 


to dispense your quality pre- 
scription. 


another BR service to dignify your practice... 
BENSON OPTICAL COMPANY 


Executive Offices « 


1812 Park Ave., Minneapolis / specia/ists in prescription optics since 1913 


COMPLETE LABORATORIES CONVENIENTLY LOCATED 


IN UPPER MIDWEST CITIES 
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CORNEAL 


WITH 
BIPHASIC 
PREDNISOLONE* 


‘... for any substance to pass through the intact cornea, it is essential 
that it be soluble in both water and in lipids, i.e.: it must possess bi- 
phasic solubilities.’’ Biphasic prednisolone (free alcohol), being water- 
soluble and fat-soluble, penetrates the epithelium, endothelium and 
stroma of the cornea.* ‘The following Alcon products incorporate bi- 
phasic prednisolone: 


ISOPTO PREDNISOLONE for inflamed or irritated eyes in the absence of 


infection. Contains 0.25% prednisolone, 0.12% phenylephrine HC! and 0.5% methylcel- 
lulose. 


ISOPTO CETAPRED for inflammatory and allergic eye conditions, such as 
blepharitis and conjunctivitis. Contains 0.25% prednisolone, 10% sulfacetamide sod- 
ium and 0.5% methylcellulose. 


ISOPTO MYDRAPRED for uveitis, burns, various types of keratitis, and to 


reduce tissue reaction following eye surgery. Contains 0.25% prednisolone, 1% atropine 
sulfate and 0.5% methyiceliulose. 


These products also feature: 1) a methylcellulose vehicle that holds drugs in contact 
with the eye 6 to 8 times longer than aqueous vehicles, 2) sterile, buffered suspensions 
preserved against contamination, and 3) 5 cc. Drop-Tainer® packaging to insure sterility 
and ease of administration. 


PRECAUTION: Corticosteroids are contraindicated in herpes simplex, ocular 
tuberculosis and other viral infections. 


*Fleming, T. C., and Merrill, D. L.: Comparative Corneal Penetration of Water Soluble and Non-water Solubie 
Corticosteroids: Presented at 108th meeting, American Pharmaceutical Association, Aug. 19, 1959. 


Gey ALCON LABORATORIES, INC., Fort Werth, Texas 
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Acute conjunctivitis! before treatment, showing engorged irregular superficial vessels 


NOW...the true solution for 
fast anti-inflammatory response 


and no irritating steroid particles 


@ mg. for mg. the most active steroid topically—up to 40 times the potency 
of hydrocortisone 


@ optimal not minimal steroid concentration in true solution for peak effective- 
ness .. . maximal contact at the site of the lesion 


@ quick-acting broad antimicrobial activity when infection threatens recovery 
@ superior patient comfort—no stinging, no irritating particles, bland carrier 
1. Gordon, D. M.: Scientific Exhibit, American Medical Association, Annual Meeting, San Francisco, 1958. 
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4 days after treatment 


ACTUAL CLINICAL PHOTOGRAPHS 


OPHTHALMIC SOLUTION 


imoicaTions: Trauma—mechanical, chemical or thermal; 
conjunctival, corneal, or uveal tract inflammation involv- 
ing the anterior segment; allergy; blepharitis. 


posace: NeoDECADRON Ophthalmic Solution (0.1%)— 
One drop 4-6 times daily. 


NeoDECADRON Ophthalmic Ointment (0.05%)— 
Applied 3-4 times daily. 
In severe or sight-threatening conditions, the frequency 
of administration may be increased. Systemic therapy 
with DECADRON Tablets may be prescribed adjunctively. 


PRECAUTION: Steroid therapy should never be employed in 
the presence of tuberculosis or herpes simplex. 


Additional information is available to physicians on request. 


*NeoDECADRON and DECADRON are trademarks of Merck & Co., INC. 


MERCK SHARP & DOHME 
Division of Merck & Co., Inc. «© Philadelphia 1, Pa. 


DEXAMETHASONE 21-PHOSPHATE—NEOMYCIN SULFATE 


Steroid 
Concen- 
tration 


Product 


active ingredients 
Dexamethasone 
21-Phosphate (as | Neomnycin 
the disodium salt) 


Supplied 


NeoDECADRON 
Ophthalmic 
Solution 


0.1% 


1 mg./ce. 


> mg./cc. 
(equivalent to 
mg. neo- 
mycin base) 


5 cc. (4% 07.) 
sterile dropper- 
bottles 


DECADRON 

Phosphate 

Ophthalmic 
Solution 


1 mg./ce. 


5 cc. (% 02.) 
sterile dropper- 
bottles 


NeoDECADRON 
Ophthalmic 
Ointment 


5 mg./Gm. 

(equivalent to 
3.5 mg. neo- 
mycin base) 


0.5 mg./Gm. 


3.5 Gm. (Ye 02.) 
tubes 


DECADRON 

Phosphate 

@phthalmic 
Ointment 


0.5 mg./Gm. 


3.5 Gm. (% 02.) 
tubes 
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CAMERON-LEMPERT 


NEW, IMPROVED 
PORTABLE, 6 VOLT 


HEADLITE 
SET 


1 Cameron-Lempert Headlite $ 63.25 
i 1 Current Control and Cord 23.00 i 
6 Headlite Lamps @ 1.10... 6.60 
i 1 Carrying Case ..... 18.50 
| $111.35 | 
. State and focal taxes extra if applicable. 
| Cameron Surgical Instruments Co., 329 $. Wood St. | 
| Chicago 12, Phone TA9-7444 

| Name | 
Address_ 
1 City Jone__ State | 
| © Send Full Mirror CO Send Slotted Mirror | 
| © Check Enclosed Deduct 2% [1 Bill Me | 
— 


CAMERON 


Surgical Instruments Co. 


WITH CURRENT CONTROL 
AND ATTRACTIVE PERSONALIZED 
CARRYING CASE 


The original Cameron-Lempert Headlite, with 
complete flexibility of focusing. Allows you to 
position spot and adjust spot characteristic easily 
and 


Improved, comfortable, chemically inert head- 


band. 


Full 3 inch mirror reflecting element of the finest 
optical design. The optical glass has a diamond 
generated radius and is pitch polished with a 
vacuum evaporated coating, assuring maximum 
candlepower transmission. Coating does not chip 
or peel. 

The new 6 volt 20-200 Current Control. All metal 
housing eliminates accidental breakage due to 


dropping or mishandling. Furnishes exact voltage 
of 1%, 2%, 4 and 6 volts. 


New 6 volt lamps made especially for us by Gen- 
eral Electric Company are brighter and longer 
lasting than any lamp formerly available. 


New Carrying Case. Attractive, light weight, stur- 
dy gray case designed to hold the new Lempert 
Headlite, 20-200 Current Control, Cords and 6 
extra lamps, with space for Cameron Binocular 
Loupe. 


329 S. Wood St., Chicago 12, Illinois 
TAYLOR 9-7444 
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ARDON 


Plastics Research Corporation 


ONTACT LENSES 


for the Medical Profession 


Precision-ground in our laboratory 


905 Kales Building Detroit 26, Michigan 


Fitting and teaching facilities available 
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without the 


(bismuth sodium triglycollamate)' 


DRAMATIC RESULTS IN CASES RESISTANT TO OTHER THE 


_ 14 INDEPENDENT CLINICAL STUDIES PROVED 
BISTRIMATE EFFECTIVE IN 89.1% | 


“systemic bismuth levels. Use of oral BISTRIMATE is safe, convenient 
economical ... eliminates injections. Emergence of antibiotic-resistant 


fora period of 7 to: "10 In many patients excellent ‘results < 
_ Obtained | in less than 7 to 10 days | 


> 


SUPPLIED: Bottles of Tele) and 1000 tablets. Each white Scored tablet 
bismuth sodium triglycollamate 410 mg. (equivalent to elemental 


‘ 
cat 
* 
Tati: 
4 


7 


NEW 


¥ | 
4 


3 


5 


3 


PILLING PHILA 


Designed for 


Armistead C. Crump, M.D. 
New York City 


The Crump method of dilating esopha- 
geal strictures over a stainless steel 
wire has proved safe and effective in 
over 30 years’ experience. The set con- 
sists of hollow carriers and staffs 
doubly-wound in opposite directions to 
prevent gapping when bent; flexible 
tipped and knob tipped wires; and a 
set of graded olives. 


The hollow carrier is introduced 
through the introitus to the site of 
stricture and withdrawn a few cms. The 
flexible tipped wire is inserted through 
the lumen of the carrier into the stric- 
tured area with a gentle twisting mo- 
tion; however, force must never be 
used. The carrier is withdrawn and a 
knob tipped wire passed over the flex- 
ible tipped wire which is also with- 
drawn. 


Graded olives on hollow staffs are 
threaded over the knob tipped wire to 
dilate the stricture. The knob tipped 
wire assures the operator that his di- 
lating olive is in the lumen and arrests 
the olive after the stricture has been 
passed. 


BR-3762 . .. Write for information 
and prices 


GEORGE P. PILLING «& son co. 


3451 Walnut Street 
Pilling New York Office — 4 W. 56th St., N. Y. 19, N. Y., Circle 5-8125 
Other Offices: Columbus, Ohio — Atlanta, Georgia —- Los Angeles, Calif. 
CABLE ADDRESS: Surgical-Phila. 


* Philadelphia 
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stabilized no methyicellulose 
fully active no wetting agents 3 
no additives 


Sterile fluorescein applicator 


disposable single dose 


For delineating corneal injuries. 
| guarantees For determining site of 
# sterility and stability intraocular injury. ee | 

e AT THE MOMENT OF USE For applanation tonometry. | 


OPHTHALMOS, inc. 


DIiviSion OF DOHO 
100 VARICK NEW YORK 13 WN Y. 


DOHO CHEMICAL CO., LTD., MONTREAL 3 
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Consul Reception Room Furniture: Chair, Sectional Sofa (right or left), Square Corner Table, Frame Display Coffee Table 


sCONSUL-—Smart professional furniture 


NEW, COMPACT—CONSUL “44” FITTING TABLE. For 
offices with limited floor space. Smart, efficient. Suitabl: for 
contact lens work. 44” x 2614” x 28” high. In stained walnut, 
stained mahogany, natural birch, black and white. 


Smart, new CONSUL professional furniture puts your 
patients at ease the moment they step into your office . . . 
makes their entire visit more enjoyable—from reception 
room through fitting room. CONSUL’s clean-lined styling 
and beauty convey dignity and taste. And its sound func- 
tional design and sturdy construction assure years of 
service. Available in a variety of contemporary wood or 
metal finishes. Of course, the background for your 
CONSUL furniture is important, too. That’s why AO pro- 
vides a free Planning and Decorating Service. You get a 
custom-tailored office plan and furniture arrangement 
suggestion tailored to your specific needs. And you get 
professional decorating help that embraces suggested colors, 
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Consul Fitting Room Furniture: Frame Display Bar, Frame Fitting Table, Patient Chair, Dispenser Chair 


s for years of successful practice 


drapery materials, floor coverings, and decorative acces- 


sories. Whether you are remodeling your present office, 
or furnishing a new office, CONSUL professional furni- 
ture can be yours at surprisingly low cost. (You can take 
up to five years to pay by using American Optical’s Easy 
Payment Plan.) Let us show you how simple it is to have 
the kind of office you and your patients will admire for 
years. Mail the coupon today for our new booklet that 
gives full details. 


American @ Optical 


COMPANY 


ince 1833... Better Vision for Better Living 


American Optical Company 

Dept. 4631-D 

Southbridge, Mass. 

Please send your free booklet “Professional Furniture 
and Equipment for the Eye Care Professions” to: 


Name 


Street 


C ity. Zone State 
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UP SHE GOES... higher than ever before 
the NEW AO HI-LIEFT Motorized Chair 


The New AO Hi-Lift Chair elevates twice as high as ever 
before. A touch of the foot pedal...and the patient moves 
up or down to your pores working level. Height of 
instruments need not be readjusted to each patient. 

This efficiency will last too: Exclusive handsome design 
of the fully enclosed motorized base incorporates a com- 
pletely sethein pumping mechanism. It is ready to oper- 
ate upon installation...oil need never be added or changed. 
Long-term warranty completely protects this exceptional 
system. 

New foot rest for adults folds up to facilitate easy seat- 
ing of aged or physically handicapped patients’...children’s 
foot rest folds down, out of the way, when not in use. 


American &) Optical 
COMPANY 


INSTRUMENT DIVISION, BUFFALO 15, NEW YORK 


Arms, back rest and head rest quickly adjust to securely 
position any patient. Even the thick foam-rubber cushion- 
ing is shaped to fit body contours. Your patient is virtually 
surrounded with comfort to reduce tension...make refrac- 
tions easy, pleasant. 

-to-use, handsome-to-see, these chairs with exclusive 
American Beauty styling have an up-to-the-minute look... 
bright modern colors; ivory tan, jade green and sparklin 
coral. Color co-ordinated Bark Weave Naugahyde uphol- 
stery looks bright and fresh for years. 

See your AO Sales Representative for a demonstration 
or send coupon for fully illustrated brochure. 


| Dept. 299 


Please send complete information and illustrated brochure | 
on AO’s New Hi-Lift Chair Units. | 
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ACUTE OTITIS. MED 
SAFE AURALGESIC 


ACUTE EXACERBATION 
EXTERNAL OTITIS. 


> 


_ 100 VARICK ST., NEW YORK 
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A COMPLETE TREATMENT ROOM IN A SMALL AREA 


The wall mounted treatment cabinet, treatment chair, cuspidor with suction shown above are contained in 
a 5 x 6 ft. space. Note the comparative absence of visible plumbing and electrical wires. Although this 
equipment may be used conveniently in a small area it need not be confined to this space. The floor yee 
cabinet can ~ substituted for the wall mounted type. A number of room arrangements will be furni 

on request. 


WALL MOUNTED TREATMENT UNIT: Covered with stainless steel. with gauge, 
tubing, cut-off and air filter; nasopharyngoscope rheostat; push button; cautery rheostat; 
otoscope transformer and rheostat; transilluminator complete with rheostat, j Me handle lamps, antrum 
and frontal tips; metal covered drawers are on nylon runners; a pull-out writing shelf; bakelite covered 
work table 21” x 12”; space for five pony bottles, twelve solution bottles, shelf for cotton jars; pocket for 
history and ah AB, cards; spray bottle heater. Presents an attractive appearance and will not tarnish 
and is easy to keep clean. Price complete without glassware $195.00. Without air but with electrical 
equipment $165.00. With air equipment only $150.00. Without either air or electrical equipment $115.00. 
Complete set glassware $46.50. Otoscope head, coiled cord and handle $29.50 complete. 


FLOOR TYPE TREATMENT UNIT: haga ney the as our wall mounted unit 


same t but designed for the 
physician who desires a movable floor type cabinet (glides are furnished if roll-around is not desired). 
May be obtained with built-in pressure-suction. No. 501 DeVilbiss pumps are used. 


CHAIR: Con be bn he in horizontal position, will not tip in this position; raised and lowered by ‘large hand 

wheel 18” to 2 covered headrest removable; chair locks with foot-pedal; bokelite ite-cenee re- 

movable. Back locks °°" in any position. Chair as shown but less light, in colors brown, green or black 

$175.00 (‘other colors available at $5.00 extra). By adding a footrest and turning handle chair can be 

used for turning tests. This additional equipment is easily and quickly removable. Add $30.00. 

turning chair.) 

COMBINED SUCTION AND CUSPIDOR: Designed to eliminate the cost of installing a separate suction. 
apparatus is 12” wide and projects 13%” from the wall. The flushing rim and the suction is 

with a vacuum breoker and should ast all plumbing requirements. Stop and trap not furnished. Available 

in ivory, green and white. Price $103.00 


INSTRUMENT TABLE: Table top size 11” x17”, heavy base of procelain enamel! on i standard is 
chromium plated, table stainless steel. Single deck $34.00, double deck (as shown) $ 

EXAMINING wg song Chair mounted light, a flexible goose-neck lamp which can re siedtiin or down, 
this lamp may also be mounted on the wall as shown. Chair ethane lt Model C $22.00. Wail ‘Gane 
Model W $25.00. A telescopic light attached to the ceiling or may be attached to the base board in back 
of chair. Available in 4, 5, 6 and 7 ft. (extended). 4 ft. $17.50 (add one dollar per additional ft.). 


LIGHT SHIELD: Takes an ordinary 100 watt lamp. Will not burst, spot can easily be rotated. $5.00. 


PHYSICIAN’S STOOL: A soft upholstered stool with easy running ball bearing stem casters (shown). $20.00. 
Stool with back, $26.00. Colors as listed for treatment chairs. 


All Prices are F.O.B. Los Angeles, Calif. 
Slightly Higher Outside of U. S. 
Surgical — Mechanical — Research, Inc. 
ESTABLISHED 30 YEARS 


1901-1905 Beverly Blvd. Los Angeles 
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URGENT REQUEST 


The Uveitis Laboratory, University 
of California School of Medicine, San 
Francisco, is vitally interested in ob- 
taining freshly enucleated eyes from 
patients with all types of uveitis and 
other endogenous inflammations. At- 
tempts are being made to isolate 
etiologic agents from these eyes. 


The eyes should be placed in a 
sterile bottle, packaged with the his- 
tory and findings, and shipped as 
quickly as possible. Please send speci- 
mens special delivery, collect, and 
mark the package “’Fresh Tissue Spe- 
cimen—Rush.”’ Do not freeze or use 
preservatives of any kind. 

A report of isolations of organisms 
and pathologic findings, including a 
slide, will be sent to the contributor. 
Credit will be given in any resulting 
publications, if desired. 


Telegraph collect if specimen is being 
sent. Send eyes to... 

Samuel J. Kimura, M.D., 
Michael J. Hogan, M.D., or 
Phillips Thygeson, M.D. 
University of California 
School of Medicine, San Francisco 22 


NEW! 


“Glide Action” 
TROMBOLITE 


Completely Adjustable 
Illumination! 


REVOLUTIONARY NEW TROMBOLITE puts more and 
better light right where you want it. Blends 60-woatt 
incandescent and 22-watt fluorescent in one fixture 
for perfect ‘’Vision-Aid” lighting (either lamp can 
be used separately too). Arm rotates full 360° 
extends from 25 to 39 inches, tilts to any desi 
angle, stays put in any position. Reflector tilts and 
swivels in any plane. It’s the most versatile lighti 
fixture ever devised—a boon to the pro 

man. Shipped prepaid, complete with lamps. 


Desk model, illustrated. Prepaid...........$39.95 
Clamp-On, Wall Bracket, or Screw-down model 34.95 


BARNETT Optical Laboratories 
3120 North Cicero Ave., CHICAGO 41, ILL. 


affect 


of every 


100 


persons over age 45 


Maico Audiometers are used 
by most otologists and clinics 
to detect and analyze hearing 
problems. 

Maico Hearing Aids provide 
maximum correction for all 
hearing losses that can be 
rehabilitated by a hearing 
instrument. 

Maico Hearing Aids are 
available for every type and 
degree of loss. Styles are made 
to suit nearly every wearing 
preference. 

The Maico dealer nearest 
you will gladly show you our 
complete line. Why not call 
him today. Or write us for free 
literature. 


MAICO Electronics, Inc. 


Room 131K — 21 North 3rd St., Minneapolis, Minn. 
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choice 


“Induction of anesthesia with 
... Vinyl ether is smoother and 
more rapid than with ether, 
chloroform, or nitrous oxide. Un- 
consciousness occurs in one- 
half to one minute and muscu- 
lar relaxation in two to three 
minutes. The incidence of ex- 
citement is low, and struggle 
rarely occurs. Induction is so 
rapid that analgesia without un- 
consciousness is seldom ob- 
served. Laryngeal irritation or 
spasm is infrequent. ... 


*‘Muscular relaxation is approxi- 
mately as complete with vinyl 
ether as with ethyl ether. ... 


“Recovery from vinyl ether an- 
esthesia is rapid, smooth, and 
usually free from emergence ex- 
citement.... The incidence of 
vomiting is exceptionally low, 
being about 2 per cent. Respira- 
tory complications are rare... 
few postoperative pulmonary 
sequelae.’’* 


(VINYL ETHER FOR ANESTHESIA, U.S P.) 


Supplied: in 10-cc., 25-cc., 50-cc., 
and 75-cc. bottles, each with ad- 
justable plastic dropper cap. 

*Goodman, L. S., and Gilman, A.: 
The Pharmacological Basis of Ther- 
apeutics, ed. 2, New York, The 
Macmillan Company, 1955, p. 66. 


VINETHENE is a trademark of 
Merck & Co., INC. 


MERCK SHARP & DOHME 
Division of Merck & Co., Inc. 
West Point, Pa. 
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The Widesite Line now includes 
two new base curves, 11.50 and 
12.50; the large 60x62 blank in 
a greater range of powers; two 
new lenses, Dress Safety for heat 
treating, and Neutrex—neutral 
gray; a wider range in finished 
and semi-finished Greentex No.3. 


Widesite Lenses are made in 4 
three sizes; 60x62, providing Be 
maximum glass area in low power | 
prescriptions; a new intermediate 
size 56x 58; and 52x54 for mini 
mum thickness in high powers. 


FOR CORRECTED CURVES 


Widesite base curves are cor- 
#3 rected for marginal astigmatism. 
4 The new 11.50 and 12.50 base 
curves, together with the 8.50 and 
9.50 curves which have replaced 
the 8.00 and 9.00, provide a range 
7 in steps of 0.25 diopter for all 
plus powers. 
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FOR CONTOUR ACCURACY 


Newly designed automatic sur- 
facing machinery insures uni- 
formly accurate surfaces by con- 
trolling time cycle, amount and 
consistency of abrasive or polish- 
ing compound applied, and tool 
movement in all milling, fining, is 
and polishing operations. 


FOR FOCUS QUALITY 


Each lens is checked with a grid 
on a screen for focus accuracy, 
and the optical center marked 
mechanically while the lens is in 
correct focus. Tolerances are 
£0.06 diopters for meridional 
powers plano through 6.00 diop- 
ters, and +0.09 diopters for 
meridional powers 6.25 through 
10.00 diopters. 
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FOR SURFACE QUALITY 


All Widesite Lenses are critically 
examined under uniform light 
for surface and internal defects. 
Every Widesite Lens is first quali- 
ty—“Widesite” being the word for 
first quality. 
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ophthalmic products 
with distinctive advantages... 


e their wide-spectrum bactericidal activity includes 
ALL clinically isolated strains of Pseudomonas aeruginosa, 
a serious invader noted for the rapidity of its destructive powers. 


e their component antibiotics rarely sensitize. 


ANTIBIOTIC OPHTHALMIC SOLUTION 


Available in bottles of 10 cc. with sterile dropper. 


‘NEOSPORIN 


ANTIBIOTIC OINTMENT 


Available in % oz. ophthalmic tubes. 


® 
brand Polymyxin B-Bacitracin-Neomycin 
with 1% Hydrocortisone 


ANTIBIOTIC OINTMENT 


Available in % oz. ophthalmic tubes. 


brand Polymyxin B-Bacitracin-Neomycin 


: 
é 
= 
4 
= 
; 
ig 
| 
tl 
: 
oe 
4 
A 
: 
be 
= 
# 
; 


Monel Metal 


Applicator 


Used for nearly 20 years 
in the treatment of hyperplastic tissue, 
which cannot be surgically removed, 
at the Eustachian orifice 
or the fossa of Rosenmueller. 
Available through purchase 


or annual lease at a reasonable 


monthly rental. 


Write for details 


RADIUM CHEMICAL CO., 


161 East 42nd St., New York 17, N. Y. 


SERVING THE MEDICAL PROFESSION FOR MORE THAN 
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routine use of LIPOTRIAD as ‘accepted e 
certain vascular Systemic 


treatment of "primary" 
| the macula to warrant its continued 
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offers your patients unparalleled 
Hearing Aid appearance 
and performance... 


If cosmetic effect is important to your 
patient— the Gold Seal Medallion may 
best meet his need. Smartly styled, it 
combines the striking beauty and 
slenderness of modern eyeglasses with 
superb performance. The Medallion is 
one third smaller than the previous 
Zenith model — yet it is brilliantly en- 
gineered to offer all the advantages of 
famous Zenith “Living Sound” quality! 
Readily adaptable to most frame styles. 
If superior performance is important to 
your patient —the Gold Seal Extended 
Range is especially engineered for him. 
With a response range that is almost 
twice as broad as the former Zenith 


GOLD SEAL; 
EXTENDED 
RANGE 


conventional transistor hearing aid, the 
Extended Range gives remarkable 
reception. It has virtually eliminated 
background noises and distortion. In 
actual Zenith tests, it has proven its 
ability to improve the hearing of 9 
out of 10 hearing aid users! 

For fabulous performance, for in- 
conspicuous beauty, these two exam- 
ples of Zenith progress demonstrate 
again the leadership that Zenith alone 
enjoys. 

Write for Extended Range and Me- 
dallion information — plus free card- 
board “cut-out” model of the beautiful 
Medallion. 


Hearing Aid Division, Zenith Radio Corp., Dept. 41 X 
6501 W. Grand Ave., Chicago 35, I!linois 


Please send me complete descriptive information on the Extended 
Range and Medallion, plus free “‘cut-out’’ model of the Medallion. 
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Hydraulic, 
Foot Operated 


Adjustable Height 


Adjustable 
Back Rest 


Maximum 
Maneuverability 


E-7540 ... Surgical Stool - FUCHS 


E-7540 Stool, Surgical, FUCHS: a hydraulic, foot operated 
stool with a coil tension spring mounted 
motorcycle type seat. Comfort is assured by 

eo Finished in the easily adjustable back rest. 
Gleaming This stool can be elevated and lowered by the surgeon 
hp while seated. Height is adjustable from 24” to 33”. 

C rend for Mounted on four 3” swivel casters, complete 

Lasting Beauty with foot operated brake. 
The adjustment, maneuverability and resulting 
comfort of this chair are of special value in 
delicate and prolonged work such as stapes— 
footplate procedures, reconstructive and 


ophthalmic surgery. 
$275.00 


STORZ INSTRUMENT COMPANY e@ 4570 Audubon Ave., St. Louis, Mo. 
New York Showroom: 157 East 64th St. — at Lexington Ave. 
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DICH LonPHEN AMIDE 


in contact lenses 


= { Corneal Lenses 
Lgcrilens® Molded Oo B R G 
: Plastic Lenses 
Solutionless FOR EVERYTHING IN SIGHT 
Contact Lenses 
eos * A pioneer in plastic contact lens develop- 
Plastic Spherical ment and manufacture, Obrig Laboratories 
Contact Lenses maintains leadership in the contact lens field 
METES through continuous, imaginative research. In 
Cylindrical experience, facilities and range of products 
Contact a and services, Obrig will not be surpassed. The : 
astic list of Obrig products is a growing one; to its : 
customers Obrig offers consultation and 
Gonioscopic Lenses assistance in problem fitting cases. In contact 
haa ome ae lenses — it’s Obrig for everything in sight. 
on enses 
wetting Soutins | Obrig Laboratories, Inc. 
Molding Shells 75 East 55th Street, New York 22, N.Y. - PLaza 8-0960 
Molding Equipment Florida: P. 0. Box 791, Sarasota 
Radius Gauges Foreign Branches: / Montreal, Canada 
Johannesburg, South Africa 


San Jose, Costa Rica 
Caracas, Venezuela 
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RELY ON 


RELIANCE 


The profession knows RELIANCE .. . the name that 
always stands for quality, function, satisfaction to 
Doctor and Patient alike . . . low ownership cost over 
years of excellent service! 

All RELIANCE equipment is available through 


selected optical dealers. For complete information, 
please contact your equipment supplier, or 


write RELIANCE for Descriptive Literature 

on REFRACTING EQUIPMENT 
EXAMINATION & TREATMENT CHAIRS 
INSTRUMENT TABLES ... STOOLS 


RELIANCE — best since 1898 


A Dept. T-10, 96 Caldwell Drive 
Cincinnati 16, Ohio 
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How much blood loss a patient can withstand depends on many factors. However, the wisdom of 


holding blood loss to a minimum is generally accepted. 


Clinical studies show increased capillary permeability and fragility cause abnormal bleeding four times 


as often as do coagulative and other intravascular defects.'? 


Adrenosem decreases capillary permeability and promotes the retraction of severed capillary ends by 


restoring normal tone to capillary walls. Thus Adrenosem controls the primary cause of abnormal 
bleeding. 


IN SURGERY .. . Administered preoperatively, Adrenosem 
protects against excessive bleeding from small vessels, adding 
extra safety and providing a clearer operative field. Post- 
operatively, Adrenosem reduces seepage and oozing. 


NON-SURGICAL . . . Adrenosem controls internal bleeding 
associated with vascular pathosis, as in peptic ulcer, telan- 
giectasia, purpura, ecchymosis, ulcerative colitis, and others. 


THE S.E. MASSENGILL COMPANY 


BRISTOL, TENN. »« NEW YORK « KANSAS CITY « SAN FRANCISCO 


Haden, R.L., Schneider, R.H., and Underwood, 
Ann. N.Y. Acad. Sc., 49-641 (May 11, 1948). 


2. Cheraskin, E.: J. Am. Dent. Assn., 58-17 (Apr., 1959). 


SALICYLATE § 
(Brand of carbazochrome salicylate) 
*U. S. Pat. Nos. 2581850, 2506294 
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for safe, effective proven by 30 published clinical studies* 


Over six years of clinical use and millions of doses prove the effectiveness and 
safety of Adrenosem. At recommended dosage levels there aré no contraindications. 


Supplied: 
Ampuls 5 mg., 1 cc.: packages of 5 and 100 
10 mg., 2 cc.: packages of 5 
Tablets 1 mg. (s.c. orange): bottles of 50 


2.5 mg., (s.c. yellow): bottles of 50 


Syrup 


2.5 mg. to each 5 cc. (1 teaspoonful): 4-o0z. betties 


Potency of all dosage forms is stated in terms of the active 
ingredient, adrenochrome monosemicorba zone. 


A detailed brochure is available on request. 


Roskam, J.: Adrenaline, Adrenatone, 
and Time. J, Physiol. 90:65 (1937). 


Roskacm, Arrcst: of Bleeding, Charies C Thomas, Spring: 
field, Mi. 1954). 


Peele, J.C.: Adrenosem in the Control of Hemorrhage from 
the Nese and Throat, A.M.A. Arch. of Otoleryng. 61:450 
(Apr., 1955). 


Fulton, G.P., Lutz, Shaimen, M.H., and Arendt, K.A.: 
Moccasin Venom as @ Test for Susceptibility to Petechiai 
Formation in the Hamster, Venoms: Published by the Am. 
Assoc. tor the Advancement of Science (1954). 


Pappenheimer, IR.: Passage of Molecules Through Capil- 
lary Wallis, Physiol. Rev. 332387 (July, 1953). 


Becaia, J.C.: The Use of the Systemic Hew ostat Carbazo- 
chrome Salicylate, West. J, Surg., Obstet., and Gynec. 64:88 
(Jan., 1956). 


Kingsbury, 6.C., Jr., and Young, H.E.: A Preliminary Report 
on Adranosem Saticytate ite for Contre! of Hemorrhage, J. Calif. 
State Cental Assn. and Nev. State Dental Assn. 31:163 
(May-June, 1955). 


Moss, A.A. Control of Hemerrhage in Dental Surgery, 
Dentai Survey 32:1622 (Dec., 1956). 


Ryan, Allan J.; Control of Bleeding in Familial Tetangiec- 
tasia, The Meriden Hosp, Bull, 7: (Jan... 1958). 


Peele, 5.C,: Further Opservations on the Use of Adreno- 
sem Salicylate in the Control of Hernorrhege frome the Nose 
and Throat, N. Car. Med. J. 17:98 (Mar... 1956). 


Peeie, J.C.: Control of Hemorrhage from the Nose and 
Throat, Med. Times 8621228 (Oct., 1958). 


Brode, H.A., and.Chianese, T.C.: A Clinical Evaluation of 


Adrenosem Salicylate, Ann, of Dentistr 15-56 (Sept., 1956). 


Owings, Capers &.: The Contro! of ostoperative Bieeding 
with Adrenosem. Leryngeécope 65:2". (jan., 1965). 


Perkins, Clinical investigation of Adrenochrome 
Mo Sodium Salicylate, Ora? Surg., Ora! 
Med., Oral F Path. 10-230 (Mer., 1957). 


Zubieta, C.R., and Escanaverino, Adrenosem for 
the Prevention of Bleeding in Tonsillectomy, Am, Pract. & Dig. 


Orzac, Medical Care of the Child Patient Before and 
After Adencidectemy end Tonsiliectomy, N.Y. State J. Med. 
56:886 (Mar., 1956). 


Riddte, A.C., AGrenosem Salicyiate: A Systemic 
Hernostatic, Oral & curg., Oral Oral Path. 8:617 une, 


Roberts, E.W.c Observations on the Use of Adrenochrome 
in Dental Practice, Oral Surg.. Oral Med., Ora! Path. 10:52 
(Jan, 1957). 


Brown, W.S.: Contre! of Bleeding After Dermabraceo:. 
Northwest Med. 87: 470 (Apr., 1958). 


Dimmette, J.€., and Terry, 3.G.: Better Control of Sieed. 
ing in Vaginal Hysterectomy, presented before the Texas 
State Med. Society, Surgical Section (Jan., 1956). 


Sherber, D.A.c The Contro! of Bleeding. Arm. J. Surg. 
86:3231 (Sept., 1953). 


Dennehy, P.3.: The Care of the Prostatic Cavity, 8. African 
Med. J. 30:361 (Apr., 7956). 


Eresner, M.S., and Lerner, The Unsolved Problem of 
the Tonsiis and Adenoids, The Med. Clinics of M. Amer. 
40:1749 (Nov,, 1956). 


Rasi, 1.8.2 Minimizing Postoverative Ecchymosis, The 
Am. dof Surgery 96:751 (Dec., 1958). 


Coyle, J.£.: Analysis of Biood and Vascular Factors in the 
Prophytaxis of tiermorrhege, Laryogo- 
scope 10:1029 (Oct, 1957). 

Proctor, D.Fi, and Dougiass, C.C.: Biceding Following 
Tonsil end Adenoid Operations, Trans. Amer, Acad. Ophthal. 
Otolaryngol. 62:592 (July-Aug., 195%). 

Bourgoyne, Adrenosem arid the Biewder (in press) 

Nicely, P., FAGS., FACS. (Personal communication). 

@.D.- Gastrointestinal Bleeding as Seon by the 
Proctologist, JAMA. 214 April. 6, 1957). 

Feimbiatt, Feinbiett, H.M.. end ferguson, £.A.: 
Successful Non-Surgical Uses of Carbazochrome Salicylate, 
Amer. Pract. 4 Oig. of Treatment, 971827 (Nov., 1958). 

Stich, M.H. Carbazechrome Salicylate Therapy in Hered- 
itary Hemorrhagic Télangiectasia, N.Y. State J. of Med., 
59-2 2725 15, 1969). 


Bristol, Tennessee « Now York « Kansas City + San Francisco 


iz 
i 
| 
} 


shape for “natural vision” 


You never need to guess about the quality of 
a patient's bifocal performance when you 
see him wearing Panoptik. Its “natural vis- 
ion’ segment shape identifies it every time. 
Why this particular segment shape? Because 
it's best suited to normal, natural, youthful 
vision in near eye tasks. 

Panoptik basic features form a 4-part 
standard by which any bifocal might be 
judged: 1) virtually ‘“jumpless’’ passage of 
vision from distance portion to near, 2) “bal- 
anced’’ viewing; segment is shaped and 
placed to effect the least sacrifice in the dis- 
tance field, 3) ease of seeing: segment is 
wide at the top to permit maximum useful 
movement of the eye in reading; round at 
the corners, to conform with the cone of di- 
rect vision, and 4) full, clear wide-angle vis- 


ion by virtue of Orthogon correction for 
marginal astigmatism and use of Bausch & 
Lomb Ophthalmic Glass unsurpassed in 
quality. 

And Panoptik is flexible. Besides the 
22mm and 24mm segment bifocals, it is 
available in functional trifocals, double seg- 
ment bifocals, fused lenticular lenses, prism 
segments, minus add segments. 


See the ten full pages in your catalog, 
“Bausch & Lomb Ophthalmic Lenses,” de- 
voted to full description, valuable informa- 
tion and complete data regarding Orthogon 
Panoptik bifocal and trifocal lenses. You'll 
see why regular users consider Panoptik the 
bifocal by which all others may be judged. 
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EYE INFECTIONS! 


QUICK AND EFFECTIVE CONTROL WITH 


OPHTHOCORT 


CHLOROMYCETIN® (chloramphenicol, Parke-Davis) — polymyxin B — hydrocortisone ophthalmic ointment 
In the treatment of ocular infections, OPHTHOCORT Ophthal- 
mic Ointment offers these significant therapeutic benefits: 
Prompt antibacterial and anti-inflammatory action « Good 
results against gram-negative as well as gram-positive in- 
vaders + Steroid protection against inflammation, discomfort, 
and possible scarring of ocular tissues + Virtual absence of 
irritative or allergic properties 

OPHTHOCORT is intended for the topical treatment of ocular 
inflammation complicated by infection. It is administered by 
local application two to four times daily, as required. 


OPHTHOCORT Ophthalmic Ointment contains 1% CHLOROMYCETIN 
(chloramphenicol, Parke-Davis), 0.5% hydrocortisone acetate, and 5,000 
units polymyxin B sulfate per Gm.; supplied in -oz. tubes. 


PARKE, DAVIS & COMPANY (PaRKE-pavis | 
DETROIT 32, MICHIGAN 26660 
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NEW ORLEANS ACADEMY OF OPHTHALMOLOGY 


The Eleventh Annual Meeting of the New Orleans Academy of Ophthalmology will 
be held in the Roosevelt Hotel, 123 Baronne Street, New Orleans, Louisiana, 


February 20-24, 1961. 
Symposium — STRABISMUS 


PANEL 
David Cogan, M.D. 
Goodwin Breinin, M.D. 
Arthur Jampolsky, M.D. Marshall Parks, M.D. 
Harold Brown, M.D. 
The registration fee of $75.00 includes associate membership in the Academy for 
the year 1961 and all other features of the meeting. Hotel reservations should be 
made early by writing directly to the 


EXECUTIVE SECRETARY, P. O. BOX 469, NEW ORLEANS, LA. 


IMPORTANT 
NOTICE 


The Committee on the Conserva- 
tion of Hearing urges any member 
of the Academy who encounters a 
case of hearing impairment follow- 
ing administration of a drug, in- 
cluding an antibiotic, to report this 
to the American Academy of Oph- 
thalmology and Otolaryngology, 15 
Second Street S.W., Rochester, 


Minnesota. 


AN EMPLOYMENT 
REGISTRY FOR SCIENTISTS 


in the basic sciences appertaining to- 
OPHTHALMOLOGY and OTOLAR- 
YNGOLOGY has been established by 
the American Academy of Ophthal- 
mology and Otolaryngology. The 
Registry will aid in the placement of 
candidates completing training who 
desire academic and _ investigative 
positions, and in the replacement 
of those already in such positions. 

Since the Registry will be of con- 
siderable service to scientists in the 
fields of Ophthalmology and Otolar- 
yngology, it will be operated by the 
Academy without fee or obligation. 


For further information and registry forms, 
write to 


AMERICAN ACADEMY OF 
OPHTHALMOLOGY AND 
OTOLARYNGOLOGY REGISTRY 
W. L. Benedict, M.D., Executive Secretary 
15 Second St. S.W., Rochester, Minn. 


COURSE IN MICROSURGERY OF THE MIDDLE EAR 


A two-week course in microsurgery of the middle ear will be given at Temple 
University Medical Center. This will include surgery of otosclerosis and tympano- 
plasty. Those interested please write Dr. David Myers, Professor and Choirmen of 
the Department of Otolaryngology, Temple University Medical Center, Philadelphia 


40, Pennsylvania. 


: 
| 
4] 
4 
‘ate 
4 
j 
| 
ig 
- 
ey 
| 
he 
Gra 
| 
; 
4 
j 


FOR THE BEST ON 
OPHTHALMOLOGY AND 
OTOLARYNGOLOGY 


v CHECK THE THOMAS CATALOG 


THE AQUEOUS VEINS: Biomicroscopical Study of 
the Aqueous Humor Elimination. By Karl W. 
Ascher, Univ. of Cincinnati. Following an historical in- 
troduction, the anatomic substrata of biomicroscopically 
visible elimination of intraocular fluid and the appear- 
ance of the aqueous veins are described, the methods of 
observation enumerated, and the proof of contents and 
function of aqueous veins discussed. The final chapters 
outline a perspective of future research and a glaucoma 
hypothesis which was proposed by the author more than 
15 years ago and which has elicited vivid discussion 
among students of glaucoma. Pub. ‘60, 352 pp., 139 
il., (3 full color plates), (Amer. Lec. Ophthalmology). 


THE TRANSPARENCY OF THE CORNEA. Edited by 
Sir Stewart Duke-Elder ond E. $. Perkins, both of 
Univ. London. Nineteen eminent authorities cover the 
embryology, anatomy, transparency, metabolism, and 
physiology of the cornea and its pathology, with special 
reference to wound healing, vascularization, and de- 
generations. A special section is devoted to the metab- 
olism, immunology and other problems of corneal graft- 
ing. (Reports of a symposium arranged by C.!.0.M.S.) 
Pub. '60, 286 pp., 41 il. (2 full color plates), 53 tablets 
and charts, $10.00. 


EYE SIGNS IN GENERAL DISEASE. 8y F. Herbert 
Haessier, Marquette Univ. What Dr. Haessler offers 
here is a practical list of some 175 important diagnostic 
leads. These eye signs can be recognized in the course 
of any routine, orderly physical examination. Each sign 
is presented in two paragraphs. In the first paragraph 
the abnormality of structure or function of the eye is 
described. In the second is a discussion of its diagnostic 
and prognostic significance. Some add weight to a 
diagnosis which is less clear without the eye sign. Many 
are important diagnostic suggestions even when they are 
not the only sign which leads to diagnosis. Pub. ‘60, 
136 pp., $5.75. 


NIGHT VISION. 8y Gaetan E. Jayle, ond Albert G. 
Ourgaud, both of Faculte de Medecine de Marseille, 
France; L. F. Baisinger, Bokersfield, Calif.; and Wil- 
liam John Holmes, Honolulu. Covers essential know!- 
edge of night vision under all physical, physiological, 
technical and pathological aspects. Stresses practical 
aspects of twilight vision. Includes essential information 
on lights and illumination. Detailed accounts of char- 
acteristics of elementary and complex vision. Techniques 
used in exploration with methods used defined clearly. 
Practical applications on night driving; problems of 
night travel and traffic, ground and air. Pub. 59, 432 
pp., 178 il., $13.50. 


OPTICS: An Introduction for Ophthalmologists. 
By Kenneth N. Ogle, Moyo Clinic. A short, concise 
monograph that meets directly the needs of the student 
ophthalmologist as a preparation for his study of the 
refraction of the eye and as a background for his under- 
standing of physiological optics and visual physiology. 
Dr. Ogle approaches the study with a logical develop- 
ment and statement of the underlying principles of optics 
from which the student can describe and predict most 
of the phenomena observable in the laboratory. Pub. ‘60. 


ANATOMY AND HISTOLOGY OF THE EYE AND 
ORBIT IN DOMESTIC ANIMALS. 8y Jack H. Prince, 
Charles D. Diesem, Irma Eglitis ond Gordon L. 
Ruskell, ali of Ohio State Univ. An indispensable book 
for all who are interested in experimental ophthalmology. 
Deals individually with dogs, cats, horses, cattle, sheep, 
pigs, goats, and rabbits. Each animal is described 
systematically — the orbit, extraocular muscles, giands, 
the globe, eyelids, vascular system, and neurologicol 
system. For tracing vascular systems conventional plastic 
injection methods were used — red for arteries and blue 
for veins, full dissections then being made along courses 
of the vessels. Where systems have not been previously 
described, terminology adopted has been related to the 
positions or functions of the vessels concerned. Profusely 
illustrated with the venous, arterial, and nervous systems 
illustrated separately for clarity. Pub. ‘60, 352 pp. 
(7 x 10), 187 il. (1 color plate). 


Send for our new 1960-61 catalog 
of over 1250 titles. 


CHARLES C THOMAS @ PUBLISHER 
301-327 East Lawrence Avenue 
Springfield © Illinois 
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Wherever iodides are indicated, lodo-Niacin provides 
superior results because it can be administered in full dosage 
for long terms without any danger of iodism.} 

-. Arteriosclerotic syndromes respond to lodo-Niacin with defi- 

nite improvement and relief of the majority of symptoms.* 


Retinal or vitreous hemorrhages and vitreous floaters show 
successful results when treated with lodo-Niacin.* 


Sinusitis, bronchitis and otitis, even severe infected cases, 
are benefited by lodo-Niacin.4 


Meniere’s disease, otitis media and otitis interna may respond 
to Iodo-Niacin.4 


Iodo-Niacin tablets contain potassium iodide 135 mg. with 
protective niacinamide hydroiodide 25 mg. Average dose, 2 


me, tablets three times a day. 
Boke lodo-Niacin® tablets, slosol coated pink, in bottles of 100. 
ame ,' Ampuls 5 cc. in boxes of 10. 


. Am. J. Digest. Dis. 22:5, 
1955. 


. M. Times 84:741, 1956. 


ae 3. Am. J. Ophth. 42:771, 1956. CHEMICAL COMPANY 
4. gaan Med. 40:120, 3721-27 Laclede Av 
*U.S. PATENT PENDING St. Louis 8, Mo. 
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COLE CHEMICAL COMPANY AAI0 
3721-27 Laclede Ave., St. Lovis 8, Mo. 
Gentlemen: 


Please send me professional literature and samples of IODO-NIACIN. 
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A PROPOSED CHANGE IN THE NORMAL 
HEARING REFERENCE LEVEL 


The American Standards Association, the national otological societies, and 
other professional organizations agree with the International Standards Asso- 
ciation that now is the time to have all audiograms recorded in the same way 
throughout the world, so that a given hearing level will mean the same thing 
to everyone. 

A proposed international audiogram chart which will facilitate a change-over 
from the present American standard decibel scale to an international scale, 
together with an explanation of the mechanism for doing this, is printed as an 
addendum to 


A GUIDE TO THE CARE OF ADULTS WITH HEARING LOSS 


A Manual 


Prepared for the Use of Graduates in Medicine by the Subcommittee on 
Hearing in Adults of the Conservation of Hearing Committee of the American 
Academy of Ophthalmology and Otolaryngology. New — 1960. 


Price $1.00 


AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
15 Second Street $.W., Rochester, Minnesota 


DIAGNOSTIC PROCEDURES 
AND THERAPY IN UVEITIS 


A collaborative study of the etiology of uveitis using a number of 
antigens for skin testing, also serology for toxoplasmosis, leptospirosis, 
and brucellosis has been established under the direction of the Committee 
on Uveitis for the Academy. Antigens are prepared especially for this 
study and furnished free to ophthalmologists who participate in this study. 
A wide cooperation is desirable. Patient reports on forms supplied by the 


Academy will be evaluated by the statistical division of the NINDB. 


For a booklet of directions and an application form, write to 


W. L. Benedict, M.D. 
Uveitis Study Group 
AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
15 Second St. S.W. 
Rochester, Minn. 
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American Academy of Ophthalmology and Otolaryngology 
THE COUNGS 1960 


Dean M. Lierle, lowa City .............. President 
David R. Higbee, San Diego ....... .. Second Vice-President 
Erling W. Hansen, Minneapolis ......... President 


| Executive Secretary - Treasurer 


ct. Rochester, Minnesot: 
Villiam L. Benedict, Rochester, Minnesota )}Editor and Business Manager of the TRANSACTIONS 


Clair M. Kos, lowa Wace’ .Secretary for Otolaryngology 
"Secretary for Instruction in Ophthalmology 
Fugene L. Derlacki, Chicago ............... ..... Secretary for Instruction in Otolaryngology 
and Maxillofacial Surgery 
Glen G. Gibson, Philadelphia ................ awddide Sievuniosan Secretary for Public Relations 
Victor A. Byrnes, St. Petersburg, Florida ........... . Councillor 
Victor Goodhill, Los Angeles ...... rend bi Councillor 
COUNCIL COMMITTEES 
XECUTIVE, RESEARCH, AND FINANCE Boarp OF COUNCILLORS 
de: M. Loerie, wairma 

LeRoy A. Schall Victor A. Byrnes Edwin B. Dunphy ~~ ay 
tohn H. Dunnington William L. Benedict 


RESEARCH AND FINANCE 


OARD OF SECRETARIES 
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FENESTRATION OF THE OVAL WINDOW 


Joun J. Jr., M.D. 
MEMPHIS, TENNESSEE 


THE surgical correction of hearing 
loss has stirred the imagination of otolo- 
gists since the dawn of the modern era 
of the oval window can be used in near- 
ankylosis of the stapes to the margins 
of the oval window in the postmortem 
examination of a deaf patient. Morgag- 
ni, in 1766, and Meckel, in 1777, report- 
ed bony ankylosis of the stapes. Toyn- 
bee’? in 1841 noted the association be- 
tween certain types of hearing loss and 
the “osseous ankylosis of the stapes to 
the fenestra ovalis.” 


The name sclerosis was first used to 
describe the hearing loss of stapes anky- 
losis by Von Troltsch?® in 1881. Pol- 
itizer'? in 1893 was the first to recognize 
otosclerosis as a distinct entity when 
he observed at the postmortem examina- 
tions of sixteen deaf patients that the 
hearing loss which had previously been 
attributed to “chronic interstitial mid- 
dle ear catarrh with secondary stapes 
ankylosis’’ was in reality due to bony 
fixation of the stapes footplate from a 
localized disease of the labyrinthine cap- 
sule. These findings were quickly con- 
firmed by Bezold, Sibenmann, and oth- 


ers. 


With this increased knowledge of the 
pathology of conductive hearing loss, at- 
tempts were made to improve hearing by 
attacking the ankylosis of the stapes di- 
rectly. Kessel,'> in 1876, is usually cred- 
ited with having done the first operation 
for otosclerosis. He removed the drum, 
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incus and malleus and then mobilized or 
extracted the stapes, with no permanent 
improvement in hearing. Boucheron* in 
1888 reported a series of 60 cases in 
which mobilization of the stapes was 
done with good results in those patients 
without too much ankylosis of the foot- 
plate or deterioration of the perceptive 
mechanism. In 1890, Miot!’ published 
his results in 200 operations on the 
stapes. He attempted to mobilize or re- 
move the stapes by pressure on the incus 
or stapes head. In 1899, Faraci> reported 
mobilization through the incus and head 
of the stapes, and in one case he attacked 
the footplate directly with good results. 


In 1892, Blake? of Boston reported 
removal of the stapes. In the same year 
Jack!®!* of Boston reported his results 
with extraction of the stapes in a large 
series of cases. Ten years later he re- 
ported the remarkable follow-up results 
in a young woman in this series from 
whom he had removed the stapes in both 
ears.'5 Good hearing improvement had 
been maintained in both ears for ten 
years. It is vital to the understanding of 
the development of the technique of 
fenestration of the oval window to quote 
directly from Jack’s paper. 


The drums have healed. The portion cover- 
ing the seat of the operation is somewhat 
sunken, forming a movable membrane over 
the oval window. 


In the summary of this brief article, 
Jack concludes with this most affirmative 
Statement: 


Removal of the stapes does not destroy the 
hearing, but sometimes improves it. The con- 
trary statements in most text books up to the 
time of my paper were incorrect. 
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Despite these scattered good results, 
mobilization and/or extraction of the 
stapes was no longer done after 1900, 
following the condemnation of Siben- 
mann and the disapproval of Politizer, 
except for one instance reported by 
Holmgren’ in 1923, in which he removed 
the drum, incus and malleus from a pa- 
tient and then fractured and depressed 
the footplate of the stapes, with good 
hearing improvement for several months. 

And so from the beginning of this 
century, otologists turned from _at- 
tempting to reopen the oval window to 
creating another passageway for sound 
to the inner ear. In 1897, Passow'® 
first postulated that perhaps it would be 
better to detour around the obstruction 
in the oval window rather than to mo- 
bilize or extract the stapes. He reported 
an operation in which he used a drill to 
create a fenestra in the promontory near 
the oval window, which he covered with 
mucous membrane from the middle ear. 
Floderus® in 1899 proposed that the ob- 
struction to the passage of sound could 
be bypassed by making an opening into 
the bony labyrinth and covering it with 
a skin graft. Beginning with the work of 
Barany' in 1911, Jenkins'* in 1913, 
Holmgren’ in 1916, Sourdille*® in 1924, 
Lempert!® in 1938, and Shambaugh?? in 
1940, the technique of fenestration of 
the horizontal semicircular canal was 
developed to its present high level of 
perfection. 


In 1952 Rosen?! unaware of the work 
of Kessel, Miot, and others, published 
the account of a patient with otosclerosis 
in whom there was a good hearing im- 
provement following inadvertent mo- 
bilization of the stapes. This was done 
while the stapes was being palpated to 
test its mobility prior to fenestration of 
the horizontal semicircular canal. Since 
that time, many refinements in the tech- 
nique of mobilization of the stapes have 
been described, but at best the permanent 
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disappointing. 


By 1956 I was convinced that the 
ultimate operation to relieve the hearing 
loss of otosclerosis would be to fenes- 
trate the oval window and somehow re- 
build the sound-conducting mechanism 
of the middle ear. This was a distinct 
departure from anything that had been 
done in the past, but two considerations 
forced me to this decision: 


1. The case report of Jack!’ in 1902, 
in which the entire stapes had been re- 
moved in both ears ten years previously, 
with good hearing sustained, in which 
the drum had become adherent to the 
margins of the oval window. 


2. The unsatisfactory permanent re- 
sults from mobilization of the stapes 
and the difficulty and limitations of fen- 
estration of the horizontal semicircular 
canal. 


In May of 1956 | performed the first 
fenestration of the oval window opera- 
tion.*? The entire stapes was removed. 
The fenestra was covered with a thin 
slice of subcutaneous tissue, and the 
sound-conducting mechanism was _ re- 
built with a plastic (Teflon) replica of 
the stapes. The hearing was improved 
and the patient’s bothersome tinnitus 
was reduced. This technique was later 
modified, and in July 1957 I began using 
a thin piece of vein graft to cover the 
fenestra and a length of polyethylene 90 
tubing to rebuild the sound-conducting 
mechanism.” 


From the historical point of view, the 
surgery of otosclerosis has gone the full 
circle from its beginning at the stapes, 
to the failure at this location, to the grad- 
ual development of the technique of 
fenestration of the horizontal semi- 
circular canal, and then the accidental 
rediscovery of the technique of mobiliza- 
tion of the stapes. This once again fo- 
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cused attention on the location of the 
pathologic changes and emphasized the 
need for a practical method of solving 
the problem at its source. Thus the tech- 
nique of fenestration of the oval win- 
dow developed as the natural evolution 
of the efforts that preceded it. 


INDICATIONS FOR SURGERY 


The basic technique of fenestration 
of the oval window can be used in near- 
ly every case of conductive hearing loss. 


A modified Fowler anterior crurotomy 
operation”? is done when the otosclerotic 
focus is confined to the anterior third 
of the footplate in a patient whose oto- 
sclerotic focus is no longer growing 
(about age 40). This occurs in about 
10 per cent of all cases. In the remain- 
ing 90 per cent, fenestration of the oval 
window is done. 


This technique has been used in a 
variety of congenital abnormalities of 
the middle ear, and in conjunction with 
the usual work on the mastoid cavity 
and eardrum perforation in tympano- 
plasty.*° Several cases of chronic ad- 
hesive otitis without perforation of the 
eardrum and one case of osteogenesis 
imperfecta which had been operated on 
unsuccessfully by mobilization of the 
stapes have been operated on ir. this way. 
Fenestration of the oval window can be 
done after unsuccessful fenestration of 
the horizontal semicircular canal,?* and 
it is particularly useful after unsuccess- 
ful mobilization of the stapes of any 
type. It can be repeated one or more 
times, if necessary, with no difficulty. 
The vein can be stripped away from the 
oval window fenestra without injury to 
the membranous labyrinth. 


The poorer ear is always operated on 
first. The second ear is never operated 
on sooner than twelve months after the 
first. 


LIMITATIONS OF THIS SURGERY 


I prefer to limit this operation to those 
patients with sufficient cochlear function 
to hear without a hearing aid when the 
conductive interference is removed. 
This is a difficult thing to predict, be- 
cause some patients have made remark- 
able improvements in bone conduction 
following surgical operation. Neverthe- 
less, when the hearing loss has been 
present for a long time and 1s very se- 
vere, in the range of 70 to 90 decibels 
for air conduction and 35 to 40 decibels 
for bone conduction, even the most suc- 
cessful operation is a disappointment to 
the patient. One exception to this rule 
is the very deaf patient with such far- 
advanced otosclerosis that he can no 
longer use a hearing aid. Usually such 
a patient has closure of the round as well 
as the oval window. Following the sug- 
gestion of William House,’ I have fen- 
estrated both windows in several of 
these patients with quite satisfactory 
subjective improvement. 


There is no age limit for this surgical 
procedure provided that the general con- 
dition of the patient is good enough to 
permit a mild operation under local 
anesthesia. For those patients with hy- 
pertension or coronary heart disease, the 
operation can be done without injection 
of adrenalin in the anesthetic. 


TECHNIQUE OF SURGERY 


1. The patient enters the hospital the 
evening before the operation and is giv- 
en the usual routine physical examina- 
tion. The hair is shaved from around 
the ear for about two inches. Light bed- 
time sedation is used. 


2. Preoperative Medication: 


a. An hour and a half before the 
operation is scheduled, patient is given 
25 to 50 milligrams of Nembutal by 
mouth and made to remain quietly in 


bed. 
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b. When the patient is called to 
surgery, he is given 0.4 milligrams of 
Scopolamine and 50 milligrams of Dem- 
erol by injection. 


The patient is usually well sedated 
from this premedication, but if the 
blood pressure is still elevated, or if the 
patient is at all anxious, 30 milligrams 
of Nisentil and 0.5 milligrams of Lorfan 
mixed together are given intravenously. 
With this, the patient is sleeping quietly 
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5. The ear canal is irrigated with 8 
ounces of warm water to which 1 cc. of 
Phisohex has been added. 


6. Mycostatin-Neosporin powder is 
blown into the canal. 


7. The arm is prepared for surgery 
and a tourniquet is placed around the 
wrist. 


8. A 10-millimeter length of one of 
the thin-walled veins from the back of 
the hand is removed. 


FIG. 1—Position of patient on operating table lessens tendency to bleeding. 


and will arouse only when called. This 
condition of the patient is essential to 
the success of the operation. 


3. The patient is placed supine on the 
operating table with the head elevated 
and the feet lowered so as to lessen the 
tendency to bleeding (fig. 1). 


4. The ear canal is cleaned with ether 
on cotton applicators to remove the 
cerumen and other debris. All the hairs 
in the ear canal are cut away with spe- 
cial Shea-Bellucci scissors. 


9. The ear canal is anesthetized with 
3 cc. of 2 per cent Xylocaine hydro- 
chloride, to which has been added three 
drops of 1:1000 Adrenalin. This is in- 
jected into several sites around the cir- 
cumference of the opening of the ear 
canal through a long 28-gauge needle. 


10. The ear speculum holder fastened 
to the side of the table is used to secure 
the ear speculum in place and keep the 
patient’s head in the correct position. 
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FIG. 2—Ear speculum holder in place keeps head in correct position and leaves both hands of the 


operator free to work. 


This also leaves both hands of the opera- 
tor free to work (fig. 2). 


11. A triangular incision is used, the 
arms of which start 0.5 millimeter above 
and below the drum and come straight 
backward to meet in an apex about 8 
millimeters from the annulus. The tri- 
angular flap thus created can be elevated 
more easily and the two sites of bleed- 
ing in the canal are avoided (fig. 3). A 
Bircher Hyfrecator is mounted on the 
microscope stand, and by clipping a wire 
from this to the suction needle, the bleed- 
ing points in the incision can be cauter- 
ized without any special insulation for 
the fingers of the operator or ground 
to the patient. 


12. Sufficient bony annulus is re- 
moved to get an adequate exposure of 
the stapes. The chorda tympani nerve 
is pushed aside or divided if necessary. 


13. Several small pieces of Gelfoam 
soaked in 4 per cent Xylocaine hydro- 
chloride topical solution are packed 
around the stapes in the middle ear to 
get that profound anesthesia necessary 
to do a fenestration of the oval window. 


14. The crura of the stapes are frac- 
tured at the footplate by a gentle rock- 
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FIG. 3—A triangular incision is used. 
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ing motion toward the facial nerve with 
a sharp pick in the indentation in the 
head. This also separates the head of 
the stapes from the lenticular process 
(fig. 4). The arch of the stapes is re- 
moved. 


FIG. 4—Pick up the head of the stapes, separating it 
from the incus and fracturing the crura at the foot- 
plate. 


15. The mucoperiosteum is removed 
from the circumference of the oval win- 
dow for a distance of about 1 millimeter 
to create a bed for the placement of the 
vein graft. Before anything else is done, 
the bleeding must be controlled. If the 
branches of the tympanic plexus are in- 
jured, they can bleed very profusely, 
but they are fortunately beyond the area 
where the membrane has to be elevated 
to get the exposure desired (fig. 5). 


16. Before the fenestra is created, 
the margins of the oval window are sau- 
cerized by removing the otosclerotic 
bone mounded up on the promontory, on 
the anterior rim of the oval window, and 
even from the bony covering of the fa- 
cial nerve. This is done with 2/0 and 4/0 
cutting burrs in a special low-speed 
hand drill which was developed for this 
oval window surgery. The motor is 
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FIG. 5—Arch of the stapes gone, and mucoperiosteum 
removed from the circumference of the oval window 
for a distance of 1 millimeter. 


mounted in the hand piece and is powered 
by a battery. It is portable and easily 
sterilized (fig. 6). It is surprising what 
a large amount of bone can be removed 
in this way, and how well the oval win- 
dow can be saucerized (fig. 7). 


17. The fenestra is then created in 
the oval window by removal of the en- 
tire footplate. This is done by first pene- 
trating the footplate with a sharp pick, 
or the 4/0 cutting burr if it is quite 
thick. The fragments of the footplate are 
removed with a special long-shafted 90- 
degree Shambaugh fistula hook, just as 
in fenestration of the horizontal semi- 
circular canal. Occasionally the lining 
endosteum of the footplate is seen, and 
an effort is made to draw the strands of 
this membrane out over the edges of the 
fenestra just as in fenestration of the 
horizontal semicircular canal (fig. 8). 


18. The fenestra is then quickly cov- 
ered with a 3x4 millimeter piece of vein 
graft. This was previously removed 
from the back of the patient’s hand, 
freed of all attached connective tissue, 
and cut open to make a thin membrane. 
The adventitia side is placed down 
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FIG. 6 
hand piece. 


FIG. 7—-Oval window saucerized by removal of bone 
from the promontory and facial nerve. 


against the fenestra, and the intima side 
up toward the middle ear. 


A 3.0, 3.5 or 4.0 millimeter length of 
polyethylene 90 tubing, beveled at one 
end, is used to connect between the low- 
er end of the incus and the center of the 
vein graft to rebuild the sound-con- 


Low-speed hand drill used for oval window surgery with battery-powered motor in the 


ducting mechanism. This tubing is 
grasped with very delicate forceps, with 
the beveled end down and the cut-out 
portion of the bevel toward the promon- 
tory. The pointed end of the tubing is 
brought down on the center of the vein 
graft, and the upper end of the tubing 
is made to rest against the lower end of 


FIG. 8—Completed fenestra in the oval window. 
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the incus. With a delicate pick, the up- 
per end of this tubing is depressed be- 
low the lenticular process. With a 90- 
degree fistula hook in the open part cre- 
ated by the bevel, the tubing is lifted up 
gently to surround the lenticular process 
and make a firm connection with the in- 
cus (fig. 9). When this operation is 


FIG. 9—Polyethylene 90 strut in place between incus 
and center of vein graft covering the fenestra. 


done following unsuccessful fenestra- 
tion of the horizontal semicircular ca- 
nal, the tubing must be notched on its 
upper end to connect with the under- 
surface of the handle of the malleus. A 
slightly longer length of tubing is used, 
which slants forward slightly (fig. 10). 


19. The drum is put back into place 
and the hearing is tested with a 256- 
cycle magnesium tuning fork struck 
lightly, the operation being complete 
when the patient hears much better by 
air than by bone conduction. 


20. The canal is packed with a thin 
strip of neurosurgical cottonoid soaked 
in 1:1000 Adrenalin. A suture has been 
sewn to it to aid in removing it from the 
canal two days later (fig. 11). The 
patient must remain quiet for 48 hours 
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FIG. 10—Following fenestration of the horizontal 
semicircular canal a slightly longer length of tubing 
is placed at a slant. 


following the operation with the ear 
operated upon upmost. This position of 
the head is essential, and must be main- 
tained as carefully as it should be fol- 
lowing retinal detachment surgery. One 
gram of Chloromycetin is given orally 
for five days. On the second postopera- 
tive day the packing is pulled out of the 
ear canal by the string. There is usually 
no clot to be removed from the canal, 
although a small amount of serosang- 
uineous liquid accumulates and will 
drain out when the patient comes up- 
right. 


FIG. 11—Cottonoid packing, with string sewn to 
it to allow easy removal, will prevent bleeding in 
the canal. 
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21. The patient is allowed to return 
home but is asked to remain quietly in 
bed for several days longer, and not to 
return to work for about a week. 


22. The hearing is usually somewhat 
improved at once, but there is always 
some blood in the middle ear which 
remains for about three weeks. The 
hearing continues to improve for about 
six months. There is usually slight ver- 
tigo and nausea following the operation, 
but most patients do not miss a meal. 
When the patient first comes upright on 
the second postoperative day, there is 
always some unsteadiness, but bother- 
some vertigo following this surgical pro- 
cedure is rare. The roaring, pulsing and 
other low-pitched types of tinnitus are 
usually relieved at once, but the ringing, 
the sound like steam, and other high- 
pitched noises are more resistant and 
are benefited only inasmuch as the hear- 
ing is improved. 


DISCUSSION 


This operation rests upon two basic 
principles: 


1. The oval window is a natural 
opening in the body and has no tendency 
to close. 


2. The bony proltferation of oto- 
sclerosis has a natural tendency to run 
its course and then come to rest, and 
removing this excess bone will not stim- 
ulate it to return. 


The otosclerotic bone which develops 
in the oval window is not so much an 
invasion from the surrounding bone as a 
localized transformation of the stapes 
bone itself. The otosclerotic bone which 
forms in the otic capsule around the 
oval window most often begins ante- 
riorly, on the promontory, and on the 


facial nerve. When this bone becomes 
excessive and mounds up to obscure 
the footplate, it is, of course, lateral to 
the rim of the oval window, and when 
it is removed, the rim of the oval win- 
dow is seen. In the 800 cases I have 
treated, I have not seen the margins of 
the oval window completely obliterated 
by otosclerotic bone more than a few 
times. In the others, most of the natural 
rim of the oval window was preserved, 
though made up of otosclerotic bone. 


The otosclerotic bone which forms at 
the margins of the oval window on the 
promontory and on the facial nerve is 
removed with a cutting burr. While it 
may have some tendency to reform ulti- 
mately, it has been my experience !n the 
three years since this operation was first 
done that the otosclerotic bone has not 
reformed at the margins of the oval win- 
dow, and that there is little tendency 
toward closure of the fenestra. This is, 
of course, the vital consideration in any 
operation in which an opening is created 
in the body. It is my belief that oto- 
sclerotic bone is formed as a result of a 
metabolic stimulus and that surgical re- 
moval of this bone will not stimulate it 
to return. 


RESULTS 


The first fenestration of the oval win- 
dow was done in May 1956.8 The vein 
graft to cover the fenestra and the poly- 
ethylene implant to rebuild the sound- 
conducting mechanism were first used in 
July 1957.23 The hearing improvement 
in this case has persisted to the present 
time. This patient gets along well now 
without a hearing aid. Her preoperative 
and present audiograms are shown (fig. 


12). 


It is very encouraging that the long- 
term results of this surgical procedure 
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FIG. 12—Preoperative and present audiograms (two years after surgery of first patient with 
fenestration of the oval window covered by a vein graft). 


are quite good. The patients who achieve gives a good interval in which to evalu- 
initial improvement in hearing, almost ate the results: 


without exception maintain this im- (These figures are for the three speech 
abeeee cm and do not suffer the de- frequencies 500, 1000, and 2000 cycles. ) 
cline in hearing that occurs so regularly ; . 


following surgical mobilization of the 1. Number of cases: 100 
stapes. It seems very likely that those 
patients who achieve a hearing improve- 
ment from this procedure will maintain 


2. Grouped according to the Sham- 
baugh classification of bone conduc- 


this improvement throughout the re- 

Group 68 
mainder of their lives. If bony closure Conn B22 
was going to occur, one would expect it iat ee 


within the first few months, and it does Group D0 
not seem to occur. Once the healing 
process has taken place anda good hear- 3. Average air conduction decibel gain 


ing improvement has been accomplished, in 90 days: ? 
it seems very likely that this improve- Group A 35.6 
ment will be premanently maintained. Group B 318 
Group C 26.2 
Since July 1, 1957, 800 cases of Group D 
fenestration of the oval window have Combined 34.3 
been done. This operation has continued One patient in Group A made no 
to evolve and did not reach its present gain, and one patient in Group B lost 
development until January 1, 1959. For 20 decibels for air conduction. 
that rpc port; limit gd discus- 4. Percentage of patients reaching the 
sion of resu ts to consecutive cases 30-decibel level in 90 days: 
done since January 1, 1959. These pa- Group A 98.6 


tients have all been operated upon by Group B 92.9 
the technique just described, and at least Group C 50.0 
three months have elapsed since these Group D 

patients were operated upon, which Combined 95.0 


| 
| 
x 
; 
j 
| 
: 
: 
une 
| 
3 
| 
| 
: 
| 
| 
| 
: 
=> 
| 
| 
| 
| 
| 
+ 
| 
| 
3 
% 
| 
| 


SEPT.-OCT. 
1960 


5. Percentage of patients for whom the 
air-bone gap closed in 90 days: 
Group A 51.5 
Group 57.2 
Group C 25.0 
Group D 


The percentages of air-bone gap re- 
moved by surgery are listed in table 
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bone conduction, especially at 1000 and 
2000 cycles. This tended to be maximum 
at about seven days and disappeared at 
twenty-one days. It was quite severe in 
one patient; yet it disappeared complete- 
ly, and the patient eventually had a good 
hearing improvement. It occurred when 
the other ear was operated on also but 
was less severe. The cause of this diff- 
culty has not been determined. It does 


TABLE | 


PERCENTAGES OF AlrR-BoNE GAP REMOVED BY SURGERY 


4/4 3/4 


Loss 


2/4 0 


64.7 
60.7 
30.0 


30.8 
28.6 


Group A 
Group B 
Group C 
Group D 


2.9 
7.2 
25.0 


3.5 


Improvement in the bone conduction 
following surgery: 

Group Decibels 

Group Decibels 

Group C Decibels 

Group D 

Combined Decibels 


There was a slight improvement for 
speech discrimination as determined by 
phonetically balanced words, about what 
would be expected from the slight over- 
all improvement in bone conduction 
noted. Some patients made remarkable 
improvements from the 60 per cent to 
the 90 per cent range, but since the dis- 
crimination score for so many of the pa- 
tients was already very high before sur- 
gery, the average increase was not too 
great. 


COMPLICATIONS 


Serous labyrinthitis following fenes- 
tration of the oval window occurred in a 
small percentage of cases and caused a 
depression of the hearing for air and 


not seem to be due to injury at the time 
of operation, since it occurred in pa- 
tients whose operations were uncompli- 
cated. 


There was usually a lag in the im- 
provement of hearing at 4000 and 8000 
cycles, thought to be due to the increased 
mass of the sound-conductive mecha- 
nism, affecting the high tones more than 
the low, or perhaps to mild labyrinthine 
irritation from the surgical procedures. 


Two deaf ears resulted. In one the 
deafness occurred suddenly without ap- 
parent cause on the thirteenth postopera- 
tive day, although the hearing had been 
quite good up to that time. The other 
occurred without explanation on the 
operating table. 


Complete facial paralysis in one pa- 
tient developed on the seventh post- 
operative day following a very difficult 
operation, in which considerable oto- 
sclerotic bone was drilled away from 
the circumference of the oval window 
and from the bone covering the facial 
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nerve, although at the time of operation 
no injury to the nerve was anticipated. 
This improved slowly without decom- 
pression of the nerve. 


Pulsating purulent otitis media oc- 
curred in one patient four days after 
surgery, from a laceration of the drum 
which occurred while removing blood 
from the canal on the second postopera- 
tive day. This caused a loss of the hear- 
ing gained for air conduction, but no 
labyrinthitis or other complication re- 
sulted. A second operation was done on 
this ear later with no hearing improve- 
ment. At the time of the second opera- 
tion, dense scarring was seen throughout 
the middle ear, especially in the oval 
window niche and epitympanum. 


Repeat fenestration of the oval win- 
dow has been done on 20 patients. The 
vein was always found to be bound 
around the lower end of the polyethy- 
lene tubing, imbedded in a mass of scar 
tissue. In each case the cause of failure 
was a mass of scar tissue surrounding 
the polyethylene tubing and vein in the 
oval window niche, and not closure of 
the fenestra. These veins have been re- 
moved, and aside from a certain amount 
of swelling and mild chronic inflamma- 
tion, they are unchanged from their 
original appearance, except the surface 
of the vein is covered by scar tissue. In 
successful results the vein becomes con- 
tinuous with the mucoperiosteum sur- 
rounding the oval window and a thin 
layer of flat surface epithelium similar 
to the lining membrane of the middle 
ear grows out to cover the vein and the 
polyethylene tubing. The important fact 
is that the vein retains its normal condi- 
tion, and remains a movable membrane 
over the oval window. This was demon- 
strated very beautifully in one case in 
which the hearing improvement was sud- 
denly lost when the upper end of the 
tubing came loose from the lenticular 
process of the incus. The vein graft was 
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examined three months after having 
been put into place, and it had become 
indistinguishable from the lining mem- 
brane of the middle ear. It formed a 
smooth depressed elastic membrane over 
the oval window, which could be easily 
seen through the vein. The hearing was 
restored at once when the polyethylene 
tubing was put back into place. The mid- 
dle ear was remarkably free of scar 
tissue, even less than one would expect 
following ordinary mobilization of the 
stapes. 


JUSTIFICATION OF THIS TECHNIQUE 


My results with fenestration of the 
oval window have been far superior to 
my results with standard mobilization of 
the stapes, crural transpositioning, poly- 
ethylene struts without vein graft, and 
microdrill. Complications have been less. 
For that reason I shall continue to do 
fenestration of the oval window. I be- 
lieve I have in this operation a safe and 
dependable method of restoring hearing 
in nearly every case of otosclerosis, and 
many other types of conductive hearing 
loss as well. 


After having removed the stapes from 
sO many ears and examined the extent 
of the otosclerotic process, I am all the 
more convinced of the hopelessness of 
ordinary mobilization of the stapes, and 
the necessity for removing the otoscler- 
otic process in the oval window. This is 
particularly true when operating upon 
young people, whose otosclerotic process 
is still being naturally stimulated and is 
still growing. In older patients, in whom 
the otosclerotic process has come to rest 
and is completely confined to the ante- 
rior third of the footplate, anterior cru- 
rotomy is justified. 


It should be pointed out that this oper- 
ation is much more difficult to do than 
ordinary mobilization of the stapes or 
fenestration of the horizontal semicir- 
cular canal, and unless it is done very 
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carefully the results will not be good. 
It should never be done by anyone who 
is not thoroughly familiar with all the 
techniques of middle ear surgery. There 
are many uncertainties with this opera- 
tion, I will agree, such as the effect on 
the labyrinth of this intrusion, the fate 
of the polyethylene implant, the possi- 
bility of delayed closure of the fenestra, 
since immediate closure does not seem 
to occur. In any such new venture there 
are always uncertainties. But with the 
knowledge that one case retained good 
hearing in both ears for ten years fol- 
lowing extraction of the stapes, and the 
promising results so far, I feel confident 
in predicting that fenestration of the 
oval window will prove to be a safe and 
dependable procedure. I feel very 
strongly that if the stapes is removed 
and the oval window opened, it should 
be quickly and carefully sealed by a de- 
pendable uniform membrane such as a 
vein graft. I am suspicious of filling the 
fenestra with fat, connective tissue, or 
gelfoam, because I do not believe that 
these will seal the oval window well 
enough to prevent the ingrowth of fi- 
brous tissue and to achieve the maximum 
hearing improvement that can be had 
with the vein graft. 


This debate over the best method of 
sealing the oval window and rebuilding 
the sound-conducting mechanism should 
continue until it 1s decided, if possible, 
which is best. The principle of fenestrat- 
ing the oval window by removal of the 
obstructing otosclerotic bone seems to 
have gained general acceptance. 


SUMMARY 


Fenestration of the oval window has 
developed as the natural evolution of the 
surgery for conductive hearing loss. | 
did the first operation in which a fe- 


nestra was created in the oval window 
and the sound-conducting mechanism 
rebuilt with a plastic implant in May 
1956, and used the first vein graft to 
cover the fenestra in July 1957. Since 
that time 800 fenestrations of the oval 
window have been done. Results have 
been very encouraging and the complica- 
tions few. 


We must wait for the future to de- 
termine the value of this procedure. 
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DISCUSSION 


Georce E. SHAMBAUGH, JrR., M.D., Chicago: 
Dr. John Shea, Jr. has made an outstanding 
contribution to otosclerosis surgery in dem- 
onstrating to us that the footplate can be re- 
moved and replaced by a movable substitute 
membrane and substitute stapes. We have been 
employing his method for the past year in 
selected cases. We have had some amazingly 
good results similar to those Dr. Shea has 
reported today, but we have also had some 
very bad results. I should like to dwell upon 
these for, to us, the vein graft method is one 
which traumatizes the labyrinth to a greater 
degree than methods which do not expose the 
vestibular contents as widely to the outer 
world, even for a brief period. 


It is never pleasant, but is always instruc- 
tive and profitable, to dwell upon one’s worst 
results; this I now wish to do. The two 
otologists associated with me and I have per- 
formed 1991 stapes operations. Six major 
variations in technique have been employed 
from time to time which lowers the per- 
centage of improvement. The largest number 
made worse were by the transcrural technique 
employed by us until February 1956, when 
we began employing the direct attack on the 
margins of the footplate with the chisel. In 
the past year we have departed from the chisel 
technique in an increasing number of opera- 
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tions, and in the past six months nearly all of 
our operations have been by what we term 
graduated bypass techniques of stapes mo- 
bilization; namely, anterior crurotomy, an- 
terior crurotomy with transposition, poly- 
ethylene tube placed against the mobilized 
footplate and, finally, Shea’s vein graft meth- 
od. Now let us study the cases where a further 
loss of 11 decibels or more was recorded in 
the most recent audiogram. (1 might note 
at this time that we routinely require all pa- 
tients operated upon to return for testing at 
one week, one month, four months, one year, 
and once a year thereafter.) 


You will observe that the highest percent- 
age of cases made worse by surgical inter- 
vention were the transcrural mobilizations, and 
that the greater number of these were made 
worse by an increase in their conductive loss 
due to fractured crura. With the chisel attack 
on the margins of the footplate, an increased 
conductive loss occurred when the mobilized 
footplate refixed, and the refixation was more 
solid than the original ankylosis. Now let us 
compare the cases made worse by the gradu- 
ated bypass technique which we are now em- 
ploying. By anterior crurotomy alone and 
with transposition, not a single patient ex- 
perienced a further impairment of hearing 
and the hearing results by these two tech- 
niques are amazingly good. When the poly- 
ethylene tube strut was substituted for a frac- 
tured stapes, an increased conductive loss oc- 
curred in four cases, either due to refixation 
or to slipping of the tube. In only one case 
was there a further cochlear loss; this oc- 
curred three weeks after the operation in the 
form of a sudden labyrinthine deafness. 


Of the vein graft cases, eight showed a 
further cochlear loss. Now let us analyze these 
eight cases: A third of the vein graft cases 
were primary operations, and two thirds were 
remobilizations. Postoperative cochlear loss 
occurred immediately in three cases, that is, 
at the one week postoperative test there was 
evidence of cochlear damage in the bone con- 
duction audiogram; whereas in five cases it 
occurred after a delay of three weeks to 
seven months and took the form of a sudden 
labyrinthine deafness. It is these cases of 
delayed cochlear loss which are especially dis- 
turbing, for these patients experienced a very 
gratifying initial improvement, then after 
weeks or months of happy hearing abruptly 
experienced a rapid decline, both by air and 
by bone. We have no idea of the cause of this 
sudden labyrinthine loss nor can we do any- 
thing about it. We observe it occasionally in 
cases mobilized by techniques less trauma- 
tizing to the labyrinth but not nearly as often 
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as in these vein graft cases. 


In our fenestration surgery we found that 
the one-week air-and-bone audiogram was a 
good index of the degree of cochlear trauma 
inflicted by the surgical procedure. In the 
majority of patients, the evidence of cochlear 
loss at the one-week test has begun to clear 
up by the one-month testing, and has disap- 
peared by the four-month test, but in a small 
group of cases the cochlear damage is per- 
manent. 


[Slide] Table III shows the degree of 
cochlear damage as disclosed by the depres- 
sion of bone conduction for three frequencies 
at the one-week test compared to the test 
made one to four months later. You will ob- 
serve the very much higher incidence of coch- 
lear depression for 1,000 and 2,000 in the 
vein graft cases as compared to the anterior 
crurotomy cases. You will notice that most, 
but not all, of these have cleared up in the 
one-month test. There is a marked loss at 
the 4,000 frequency in the one-week test 
for both the anterior crurotomy and _ vein 
graft cases but after one month most 
of the vein graft depressions have per- 
sisted and are permanent. From our experi- 
ence we must conclude that the vein graft 
technique traumatizes the labyrinth to a much 
greater degree than less radical techniques. 
One immediately asks why our cases show 
a much higher incidence of labyrinthine dam- 
age than Dr. Shea’s last hundred operations. 
One obvious explanation is that these 102 
cases are our first, and Dr. Shea’s 100 cases 
are the last 100 in a total experience with 800 
cases, during the course of which his technical 
proficiency was improving. A second factor 
which influences the incidence of surgical 
cochlear damage is that one third of our 
vein graft cases were on patients with a “C” 
classification, that 1s, with considerable preop- 
erative cochlear nerve deterioration, whereas 
only 4 per cent of Shea’s cases were in this 
classification. Only a little more than one third 
of our vein graft cases were “A” cases with 
healthy cochlear nerves, whereas two thirds of 
Shea’s patients were “A” cases. In our studies 
on the fenestration operation we found long 
ago that postoperative cochlear losses were 
more frequent in patients with preoperative 
nerve involvement; in other words, any opera- 
tion on the labyrinth of a patient with a sick 
labyrinth is more likely to lead to further 
labyrinthine damage. Cawthorne’s experience 
in Méniére’s disease bears this out, for he 
found that a simple fenestration in such pa- 
tients frequently led to complete loss of coch- 
lear function. In conclusion, let me _ briefly 
present the graduated bypass technique that 
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we are now employing and the results which 
we are observing. 


For cases of anterior crural fixation we do 
a simple anterior crurotomy using a curved 
chisel with pressure applied in the direction 
of the crus toward the footplate to gradually 
shave down the anterior crus until it is 
severed and a right-angle hook can be passed 
between the cut ends. The posterior end of 
the footplate, including the posterior crus, is 
mobilized by first cutting across the footplate 
just behind the anterior crus attachment and 
then applying gentle pressure to the footplate 
margins. 


Our next gradation of technique is applied 
to cases of bicrural fixation with a normal 
central area of footplate. Anterior crurotomy 
is followed by fracture of the posterior crus 
from its footplate attachment and transposi- 
tion to the central normal area of footplate, 
which is then mobilized. The stapedius tendon, 
of course, must be severed to permit this 
transposition. 


[Slide] The next slide shows the score- 
boards of cases operated upon by these two 
techniques. On the right side, simple anterior 
crurotomy, and on the left, anterior crurotomy 
with transposition. The colored indicators 
show the type of result. You will observe that 
with anterior crurotomy there were three yel- 
low cases, indicating no hearing improvement ; 
and three green cases, indicating refixation, 
leaving 94 per cent with a maintained signifi- 
cant hearing improvement at the most recent 
test. On the right hand side of each score- 
board, pink indicates a 30-decibel level of 
hearing at the last test; red, 20-decibel hear- 
ing at the last test; and gold, 10-decibel or 
better hearing at the last test. You will also 
observe that about 85 per cent of patients 
having anterior crurotomies have practical 
hearing and 20 per cent normal hearing. The 
results with anterior crurotomy and trans- 
position are almost, but not quite, as good. 
Let us compare these results with the last 200 
fenestrations. Those on the right side were 
fenestrations after unsuccessful mobilization, 
and those on the left were primary fenestra- 
tions. You will observe that the results are 
almost the same as by anterior crurotomy and 
by transposition, except that only one or two 
cases in a hundred fenestrations reach the 
10-decibel level, as compared with 20 per cent 
of anterior crurotomies. 


When the posterior crus cannot be trans- 
posed because it is too short or fractured in 
several places, the crura are removed and a 
polyethylene tube strut inserted so that it 
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rests upon the fractured central area of nor- 
mal footplate. This is our third gradation 
of bypass technique. The fourth gradation 
of bypass technique is Shea’s vein graft meth- 
od. Now let us examine the scoreboards on 
these two techniques—the vein grafts on the 
right side, the polyethylene tube struts on the 
left. You will see that the proportion of fail- 
ures (yellow) is higher; that there are now 
a sprinkling of cases made worse, as indi- 
cated by orange; and that the percentage of 
successes is definitely less than with simple 
anterior crurotomy and transposition. 


It is because of these results so clearly 
visualized on the scoreboards that we believe 
that a graduated bypass technique should be 
employed, beginning with the most conserva- 
tive procedure which will mobilize the stapes 
at a point away from the otosclerotic focus 
and reserving the most radical and advanced 
procedure, namely the vein graft method, for 
the 20 to 30 per cent of cases with otosclerotic 
involvement of one half or more of the foot- 
plate. 


Howarp P. House, M.D., Los Angeles: 
Those of us who have been in the practice 
of otolaryngology during the past two dec- 
ades have indeed been fortunate. In this 
brief span of twenty years we have seen the 
unbelievable become a reality. The evolution 
of surgery for otosclerosis has been nothing 
short of miraculous. 


The brilliant contributions of Lempert will 
forever place him as the outstanding otologist 
of the twentieth century. 


The astute observations of Rosen focused 
our attention on the possibility of again di- 
rectly attacking the otosclerotic lesion. His 
name will always be synonomous with stapes 
surgery. 


In stapes mobilization we observed the log- 
ical transition from transcrural to direct foot- 
plate manipulations. As a result, more and 
more fixed footplates were made mobile with 
ever improving immediate results. However, 
these immediate results were not always per- 
manent. Fifteen per cent of our initially suc- 
cessful cases regressed the first year. An 
additional 5 per cent continue to regress each 
year. The cause of this regression is readily 
understood when we observe the temporal 
bone sections from patients who have under- 
gone this operation. 


We are greatly indebted to John Shea for 
again revealing to us that the stapes footplate 
can be safely removed in human ears without 
producing immediate inner ear damage. His 
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brilliant work in providing a_ polyethylene 
prosthesis over a supporting vein graft mem- 
brane has, in my opinion removed the last 
great abstacle in the mechanics of oval win- 
dow surgery. 


The type of prosthesis, whether it be poly- 
ethylene or wire and the character of the 
supporting membrane, whether it be vein, 
fat or gelfoam are not too important and 
these problems will soon be settled. All of 
those techniques give a fantastic immediate 
hearing gain. 


Our principal concern is the long-term per- 
formance of the inner ear and its tolerance 
to tissue reaction following footplate removal. 
I do not believe animal and human responses 
are completely comparable in this regard. 
Time, and only Time, will settle this issue. 


FENESTRATION OF THE OVAL WINDOW 
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In our series one out of every 200 cases 
mobilized by whatever technique has resulted 
in a delayed severe loss of inner ear function. 


In our footplate removal series we have a 
4 per cent incidence of delayed moderate bone 
conduction loss of ten to fifteen decibels. In 
this group the patients are pleased with their 
air conduction improvement in spite of the 
moderate bone conduction loss. 


The etiology of these delayed moderate and 
severe inner ear changes is not known. There- 
fore, we must proceed with care and an open 
mind and hope that time will be on the side 
of the otosclerotic patient. 


The question was once asked, “How do 
porcupines breed?” The answer was “With 
caution.”, and so we must proceed with cau- 
tion in mobilization and oval window surgery. 
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ANATOMICAL STUDIES RELATED TO THE DISSEMINATION 
OF CANCER OF THE LARYNX 


Joer Jay PressMAN, M.D. 
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LOS ANGELES, CALIFORNIA 


SEVERAL years ago the present au- 
thors undertook a research project de- 
signed to study the possibility of using 
injected radioisotopes as a therapeutic 
agent within the larynx. As a prelimi- 
nary step it was necessary to determine 
the fate of fluid injected into specific 
sites within the larynx, and particularly 
to observe the limits of its immediate 
spread at the injected site, to ascertain 
how long and how much of the injected 
fluid would remain within these limits, 
where the remainder would go, and how 
it would get there. Very early in the 
course of these preliminary studies, 
which were carried out with dyes, a 
number of most interesting observations 
were made, one in particular being that 
fluids injected submucosally into the soft 
tissues of the larynx tend to remain lo- 
calized to certain specific areas or com- 
partments and remain there for a long 
time. Particularly striking is the fact 
that dyes injected submucosally into one 
side of the larynx, almost regardless of 
their site of injection, are never ob- 
served to cross over from one lateral 
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half of the larynx to the other. That 
this has any clinical significance in re- 
lationship to the spread of cancer within 
the larynx is still far from proven. With 
this observation in mind, however, a 
study of several hundred postoperative 
photographs of larynges excised at vari- 
ous clinics strongly suggested that this 
might be the case, since the spread of 
cancer was often found to be extensive 
on one side of the larynx without in- 
volving the other; furthermore, in sub- 
sequent studies it was determined that 
cancer of the larynx does, for a long 
time at least, remain localized to specific 
areas of isolation that can be demon- 
strated by dyes to exist as isolated com- 
partments within the hemilarynx. Such 
observations, if substantiated of course, 
can have an important bearing upon 
our thinking relative to the surgery of 
the larynx, particularly insofar as the 
technique of and indications for subtotal 
laryngectomies are concerned. 


Observed facts suggest, therefore, 
that the route of spread of cancer within 
the larynx is affected by the limits of 
certain anatomic compartments with 
break-throughs from one compartment 
to the next occurring only in a limited 
number of cases. It is likewise suggested 
that the route of spread of cancer within 
the larynx can oftentimes be predicted 
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by studying its site of origin in relation- 
ship to the specific anatomic compart- 
ments concerned, since apparently its 
spread follows identifiable lines of least 
resistance and is limited by certain nat- 
ural intralaryngeal boundaries. The dis- 
tribution of the lymphatics corresponds 
for the most part. They not only tend 
to be unilateral within the larynx but 
have a definite anatomic distribution 
comparable to the compartments which 
have been described in our previous pub- 
lications. 


There is evidence to indicate that this 
unilateral distribution of lymphatics ap- 
plies only to the deeper submucosal 
lymphatics and that those within the 
mucosa itself form an independent su- 
perficial network that does cross over. 
This accounts for the surface spread of 
cancer of the larynx from one side to 
the other. It is noteworthy that areas of 
distribution of dyes after massive in- 
jection which spreads the dye by force 
into the cadaver larynx, corresponds to 
the distribution of dye in the living lar- 
ynx when the injection is minute in 
quantity, and the spread dependent upon 
lymphatic flow. This suggests that the 
anatomic compartments, as bounded by 
limiting barriers, and the pattern of lar- 
yngeal lymphatics correspond. 


EXPERIMENTAL STUDIES 


There can be no better justification 
for such basic studies to this presenta- 
tion than references to an article by 
Kuhn and his co-workers,? in which 
they report upon a study of 620 cases 
of cancer of the larynx. Pointing out 
that, in recent years, the surgical treat- 
ment of carcinoma of the larynx is tend- 
ing to become more radical, Kuhn states: 


In spite of this predilection for more radical 
surgical attacks, little detailed information is 
available about the likelihood of surgical 
metastasis and factors related to that likeli- 
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hood. This kind of information should be 
available if these operations are to be fol- 
lowed by consistent results and is necessary 
in order to formulate logical indications for 
such procedures. 


This applies not only to metastasis, 
but to the spread of cancer within the 
larynx as well, for only through the 
knowledge and application of funda- 
mentals can the surgery of laryngeal 
cancer advance in the direction of safe 
conservatism. 


The results of Kuhn’s study, as well 
as those of others, indicate that a num- 
ber of factors affect the likelihood of 
spread of laryngeal cancer. One of these 
factors is the anatomical site of the dis- 
ease. Cancer of the larynx arising in one 
site behaves very differently from that 
arising in another. Our experiments 
have been concerned with these varia- 
tions, since such knowledge enables one 
to predict the probable course of the dis- 
ease and to plan surgical procedures 
which in each case give the best chance 
for cure while preserving the maximum 
of function. 


The transmission of cancer of the 
larynx can be via vascular or neurogenic 
routes ; nevertheless, the spread of such 
growths in the vast majority of cases is 
by direct extension or via the iymphatics 
or, more likely, by both. Reference has 
been made to the fact that the larynx 
consists of a number of submucosal lar- 
yngeal compartments which can_ be 
demonstrated by dyes injected into the 
cadaver larynx, and that there is a very 
definite correlation between the distri- 
bution of these compartments and the 
observed patterns of the location and 
spread of cancer within the larynx. Lit- 
tle doubt exists that this anatomic pat- 
tern of compartmentalization has a great 
deal to do with the natural history of 
laryngeal cancer and that knowledge 
pertaining to it can be extremely useful 
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clinically. For this reason, the limits of 
these spaces offer an opportunity for 
properly classifying laryngeal cancer in 
accordance with sound fundamentals, 
both experimental and clinical. As a 
matter of fact, the classification pro- 
posed by Pietrantoni in 1953 and de- 
scribed and used by Kuhn conforms with 
great accuracy to these anatomic pat- 
terns. 


Experiments for the demonstration of 
the submucosal compartments were car- 
ried out in the cadaver larynx, using 4 
per cent Direct Sky Blue dye injections. 
The injections were made with a fine 
needle and a 2.0 cc. syringe. In order to 
avoid staining the surface from leakage, 
both during the injection and when the 
needle was withdrawn, it was found 
necessary to do the injection under run- 
ning water. 


Compartments identifiable as such are 
the supraglottic, which extends from the 
faise vocal cords to the aryepiglottic 
folds as far as the border of the car- 
tilaginous epiglottis ; the ventricle of the 
larynx ; the free margin of the true vocal 
cords ; and the infraglottic area. The lat- 
ter can in turn be conveniently divided 
into two, one portion containing the 
intrinsic muscles and the other the region 
of the main body of the cricoid cartilage 
where the mucosa is intimately adapted 
to the cartilage itself. 


The significance of the fact that the 
compartments of the right side of the 
larynx do not communicate with those 
of the left is not generally appreciated. 
They are isolated from each other both 
by direct passage and lymphatic flow, 
as though there were a barrier across 
the midline—actually there is. The im- 
portance of this phenomenon will be dis- 
cussed at greater length later. 


Observation of the details of the site 
of origin and route of spread of cancer 
of the larynx leaves no doubt that cancer 
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of the organ arising in any one of the 
given compartments follows the line of 
least resistance, and growth tends to be 
limited in distribution by the demarca- 
tion of these boundaries. Carcinoma of 
the larynx can, therefore, become very 
large and spread widely throughout the 
neck, having entered the lymphatics 
even before destroying the compartmen- 
tal boundaries, which actually occurs 
only late in the disease. Because of this, 
one would look with far greater sus- 
picion upon any lesion that had, in the 
deeper structures of the larynx, invaded 
any two compartments, since this would 
be almost unmistakable evidence that 
cancer cells were already being trans- 
ported by the lymphatic system and had 
in all probability already entered the 
general lymphatic circulation. This, of 
course, is not to say that the lymphatic 
chain has not been entered just because 
only the one compartment is involved, 
nor does it absolutely rule out that 
spread from one compartment to the 
next by direct extension might have tak- 
en place without lymphatic involvement. 


The anatomic isolation of one side of 
the larynx from the other results from 
the embryologic development independ- 
ently of the right and left halves of the 
larynx, at least insofar as the thyroid 
cartilage and its associated deeper soft 
structures are concerned. These inde- 
pendently formed halves are joined to- 
gether at the midline by a separate nar- 
row strip of embryonic cartilage, called 
by Gray “the intrathyroid cartilage.” 
While this structure is not easily recog- 
nized in the human, it is rather obvious 
in the dog. The deep soft tissues of each 
side of the larynx fuse together in a 
median raphé, which in turn is attached 
to the internal aspect of the angles of 
the thyroid cartilage. 


This raphé is the barrier between the 
two sides. Repeated experiments of 
varied nature have demonstrated that 
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not only is the dissociation of the two 
lateral halves evidenced by direct ex- 
tension, but the deep lymphatics of one 
side likewise do not cross to the other. 
Living dogs, pigs and human volun- 
teers were used as the basis for the 
study. 


In the dog and the pig, as a first step 
submucosal injections of dye into the 
larynx were made from below through 
transverse incisions between the tracheal 
rings, which avoided splitting the ante- 
rior commissure and distorting the lar- 
yngeal anatomy. A minim of dye was 
injected submucosally into different 
sites within the larynx, and its spread 
was followed visually. The dye was 
quickly taken up by the lymphatics and 
rapidly spread throughout the distribu- 
tion of the lymphatics. Its presence could 
be detected for as long as twelve days. 
Soon after, the injection dye spreads 
throughout the injected side, deeply 
staining all the tissues including the in- 
trinsic muscles and the internal peri- 
chondrium, but the dissemination of the 
dye is abruptly terminated at the median 
raphe and none crosses to the opposite 
half of the larynx. 


For periods longer than twelve days 
the same phenomenon of unilateral dis- 
tribution can be demonstrated by the in- 
jection of radioactive isotopes instead 
of dyes. These have been followed by 
scintiscans up to twelve weeks without 
any evidence whatsoever of intralaryn- 
geal crossover from one side to the oth- 
er, despite the fact that the radioactive 
material can be demonstrated to have en- 
tered the general lymphatic circulation 
almost immediately after the injection 
and to have reached the nodes of the 
neck and remained in them for the en- 
tire period. 


This anatomic pattern of unilateral 
isolation of the compartments and of 
the lymphatics can be demonstrated to 
exist in the human, as well as in labora- 
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tory animals, by utilizing patients who 
are about to undergo laryngectomy. A 
preliminary direct laryngoscopy several 
hours prior to removal permits the in- 
jection of dye into uninvolved areas. Its 
spread can then be demonstrated in the 
postoperative specimen even more dra- 
matically than in the laboratory animal. 


Unilateral distribution of the lym- 
phatics, however, seems to apply only 
to the deep network, for one can dem- 
onstrate most readily in the pig because 
of the thickness of the mucosa that 
there are actually two sets of lymphatics: 
the deeper that do not cross and the su- 
perficial lymphatics of the mucosa which 
spread out as a single network over the 
entire mucosal lining of both sides with 
free communication between them, as 
though the larynx were first formed by 
the fusion of two independent halves 
and then lined by a single sheet of mu- 
cous membrane. If simultaneous injec- 
tion is made into the mucosa and into 
the deeper structures, it can be seen that 
the surface injection spreads readily to 
the opposite side, whereas the deep in- 
jection does not. One would suppose, 
therefore, that carcinomas are much 
more likely to spread from one side of 
the interior of the larynx to the other 
by a superficial route rather than through 
the deeper structure, and this is actually 
the case. 


The free margin of the true vocal 
cord or the vocal cord bursa differs a 
great deal from the rest of the larynx 
in the behavior of cancer as well as in 
the observations following injection 
studies and is entitled to special mention. 
The free margin of the vocal cord is 
actually an isolated structure, more a 
part of the mucosal larynx than of any- 
thing else. It encloses a laryngeal bursa, 
which presumably is the same as the 
space of Retzius. When dye injections 
are made either above or below it, they 
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do not enter the bursa to stain the mar- 
gin of the vocal cord either via the 
lymphatics or by direct spread. For ex- 
ample, dye injected in a living larynx 
below the cord passes upward to the 
supraglottic structures, underpassing the 
vocal cord margin, which stands out as 
a clear unstained stripe in the general 
field of blue. Conversely, injections 
made directly into the margin do not 
spread by direct extension into other 
areas either above or below. 


Along the superior margin of the vo- 
cal cord, possibly at its junction with the 
ventricle, a thin lymphatic stripe has 
been evident on several occasions—once 
in an injection into the ventricle of the 
dog, where it appeared as a single lym- 
phatic channel crossing the midline to 
surround the ventricle of the opposite 
side, and again in the pig, where an in- 
fraglottic injection was made directly 
into the mucosa. In the latter instance 
the channel was then observed as a very 
narrow, superficially dye-stained band 
passing along the opposite vocal cord at 
a level corresponding to the superior 
margin of the vocal cord, again between 
it and the ventricle. 


The submucosal injection of dyes 
into living animals demonstrated that 
they will spread in any direction within 
a single compartment of the larynx, and 
ultimately from. a compartment at a 
lower level to one at a higher level, but 
they will not be carried in the reverse 
direction. In other words, except within 
an individual compartment, the flow of 
the lymphatics is always cephalad. 


Insofar as spread from within the 
larynx to outside is concerned, there is 
good reason to believe that the same 
principles hold true whether the sub- 
stance is a dye, a radioisotope, or a can- 
cer cell. In this regard there is no con- 
flict between experimental techniques 
and observed clinical facts. Lymphatic 
drainage from all levels to the larynx is 
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primarily to the cervical nodes of the 
same side. When the involved area is at 
the level of the margin of the true vocal 
cords or below, drainage is via afferent 
vessels which pass through the crico- 
thyroid membrane. Lying upon the sur- 
face of the cricothyroid membrane or 
possibly within its substance, a plexus 
of lymphatics is demonstrable, with col- 
lecting channels flowing into it from 
either side and other channels passing 
from it to the cervical nodes of both 
sides. This plexus appears to exist at 
the same site and may or may not be in- 
dependent of the node to which Broyles 
has rightfully ascribed great clinical im- 
portance. The evidence for this is that 
dyestained lymphatics spread out over a 
wide area at this site even when no lym- 
phatic gland is demonstrable and that 
from it dye spreads to the glands of the 
opposite side of the neck. When the lym- 
phatic cervical chain of the opposite side 
is involved by metastases of carcinoma, 
it is likely that its spread to the contra- 
lateral side has taken place via _ this 
plexus. 


Lymphatics at levels above the margin 
of the true vocal cord collect into affer- 
ent channels which exit from the lar- 
ynx via the thyrohyoid membrane, but 
no gland or plexus comparable to that in 
the cricothyroid membrane has_ been 


found in our experiment. Drainage 
from the higher levels seems to be more 
clearly limited to the lymphatics of the 
same side than that from the lower 
levels, and the question is raised as to 
whether or not this is due to the cricoid 
cartilage and its accompanying lym- 
phatics being embryologically formed as 
a single circular structure, whereas the 
laryngeal elements formed at higher 
levels correspond to the development of 
the thyroid cartilage from two lateral 
halves. 


During these experiments carried out 
over a period of five years and involving 
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more than 250 experimental animals, 
together with a critical review of hun- 
dreds of actual surgical and autopsy 
specimens, a number of impressions 
have been gained which are not demon- 
strable by actual experimental proof. 
One such impression is that subglottic 
carcinoma, contrary to many published 
reports, is no more likely to metastasize 
and has no worse a prognosis than su- 
praglottic lesions unless the lowermost 
level of involvement is below the lower 
border of the cricoid cartilage. 


The subglottic area which extends 
from the vocal cords to the lower margin 
of the cricoid cartilage terminates ab- 
ruptly at this lower level, where there is 
in fact a very sharp line of demarcation 
both compartmentalwise and from the 
standpoint of lymphatic distribution be- 
tween it and the trachea. This is well 
demonstrated either by dye studies or by 
local injections of necrotizing doses of 
radioisotopes, which diffuse throughout 
and destroy the subglottic region, the 
area of destruction terminating in a 
sharply demarcated line at the lower 
level of the cricoid cartilage. Any spread 
of malignancy below this level might 
well include an additional hazard, be- 
cause first the protection of the relative- 
ly resistant cartilaginous ring is lost, 
and a very generous lymphatic network 
posteriorly spreads to both sides and 
extends downward along the trachea. 
Above this level such is not the case, and 
there is no reason per se why extension 
into subglottic space should contraindi- 
cate partial laryngectomy so long as the 
spread does not extend below the lower 
border of the cricoid cartilage. I have, 
therefore, performed subtotal resections 
in cases so involved with impunity and 
with good results. 


There seems to be little doubt that 
the spread of carcinoma in the larynx 
and elsewhere, particularly via the lym- 
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phatics, is by way of the line of least 
resistance. In evaluating the likelihood 
of contralateral metastases, the condition 
of the lymphatics of the involved side is 
therefore of great significance. Ordi- 
narily dyes and radioisotopes injected 
on one side pass to the lymphatics of 
that side, but in experimental animals at 
least, if the injected side of the larynx 
be isolated by surgical dissection and the 
lymphatics occluded, the flow will be to 
the opposite side and the take-up will ap- 
pear in the contralateral nodes. Thus, 
there is created the very strong impres- 
sion that were occlusion of the lym- 
phatics on the one side to take place, as 
from fibrosis following x-ray, from pre- 
vious surgical interference, or from oc- 
clusion by the malignant process, one 1s 
far more likely to find metastases on 
the opposite side than if such were not 
the case. Norman Jesberg® has reported 
this latter phenomenon and supported 
such a conclusion from his own clinical 
observations. 


Concerning the spread of cancer from 
the interior of the larynx to other areas, 
much has been written of such dissem- 
ination by way of the lymphatics of the 
neck but one must not overlook the 
possibility of spread to areas beyond the 
interior of the larynx by routes not di- 
rectly connected with lymphatic chan- 
nels. One such possibility is, of course, 
directly through the cartilage, but the 
cartilages of the larynx, carrying no 
lymphatics, are for a long time in the 
course of the disease effective barriers 
against its spread. All too often, how- 
ever, finger-like projections arising from 
minimal lesions follow lines of least re- 
sistance between the cartilage and the 
soft tissues, emerging from under the 
thyroid cartilage and fanning out on 
the external surface. This extensive dis- 
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semination of the lesion is in no way 
indicated by the extent of spread within 
the larynx, and massive involvement of 
the external surface can take place when 
the local lesion is very small and sharply 
limited. The means of egress from in- 
side the larynx is by extension between 
the muscles and the thyroid ala, usually 
representing a breakthrough at the thin- 
walled ventricle of the larynx. In an at- 
tempt to be conservative and perform 
partial instead of total laryngectomy, 
one must look, therefore, with great 
suspicion upon lesions, no matter how 
small, which involve the ventricle. Fur- 
thermore in deciding upon subtotal lar- 
yngectomy, it is not enough to evalu- 
ate the interior of the larynx for the 
extent of local spread, and the lymphatic 
system for possible metastases but one 
needs, in addition, to separate the thy- 
roid ala from the underlying muscle to 
ascertain whether such spread has, at 
least in gross, taken place. Such spread, 
which would contraindicate subtotal 
laryngectomy, can easily remain unde- 
tected even during the process of total 
laryngectomy. This route of dissemina- 
tion by direct extension through nat- 
ural planes of cleavage within the lar- 
ynx can be demonstrated not only clin- 
ically but also by dye studies in the living 
dog. In the dog, after injection of the 
ventricle with minute doses of dye, the 
examination of the interior of the lar- 
ynx after many hours fails to indicate 
dissemination beyond the confines of 
the ventricle. When the larynx is dis- 
sected, the dye is discovered spreading 
via the pathways noted to the external 
surface of the larynx, and staining the 
tissues of the neck. This can also be 
demonstrated in clinical cases of cancer. 


Several years ago one of us described 
a form of subtotal laryngectomy called 
“laryngoplasty.” This procedure has 
been dramatically successful. It is note- 
worthy in this respect, that the opera- 
tion includes separation of the cartilag- 
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inous ala on the involved side or sides 
from the soft tissues of the interior of 
the larynx so that the area in question 
is routinely explored. Thus the spread 
of cancer from the ventricle in the man- 
ner indicated can be properly detected. 
This in part, no doubt, accounts for 
much of the success obtained even in 
relatively extensive cases. In any sub- 
total resection not including this separa- 
tion, the incidence of recurrence will 
undoubtedly be higher. 


CLINICAL REPORT 


Although this report is not intended 
as a clinical study, an opportunity 1s 
afforded to report in a general way upon 
results in certain pertinent clinical cases 
in which the surgical technique con- 
forms to the observations of the basic 
studies described. A type of subtotal 
laryngectomy with primary reconstruc- 
tion of the laryngeal airway (laryngo- 
plasty) has been described by one of us, 
and a series of thirty such operations 
have been performed over a period of 
eight years. There are in the series no 
known deaths from laryngeal carcinoma 
and no known recurrences. Undoubtedly 
recurrences occurred in cases which 
could not be followed, since it is by no 
means to be anticipated that the results 
of the operation described are better 
than those for total laryngectomy per- 
tormed for lesions of the same distribu- 
tion and type. 


The technique described is intended 
for cases not so diffuse that a total lar- 
yngectomy is clearly indicated; with the 
facts of the described experiments in 
mind, the more conservative operation 
is far more frequently justified. The dis- 
tribution can be diffuse within the lar- 
ynx, both sides being involved as well 
as the regions below the vocal cords to 
the level of the lower border of the 
cricoid cartilage. The arytenoids or ary- 
epiglottic folds, however, should not be 
involved, and one must look with sus- 
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picion upon cases in which the spread 
has been into the ventricle. 


Seven cases were lost sight of after 
less than three years. None of these, 
however, were followed for less than 
two years and no recurrences were ob- 
served. Seven cases have survived long- 
er than five years without evidence of 
recurrence. The remainder of the cases 
have been observed from one to four 
years, none having had recurrence to 
date. These will be reported upon later. 
Three patients are not decannulated: 
one cannula was retained at the request 
of the patient’s internist because of over- 
weight and a previous attack of coronary 
occlusion (but the tube is kept occluded 
during waking hours and the airway is 
adequate); a second cannulation was 
performed at a Veterans Hospital, the 
patient having had a typical operation 
corresponding more to a hemilaryngec- 
tomy than the described subtotal laryn- 
gectomy, without all steps of the lar- 
yngoplasty having been performed ; and 
the third cannulation was also performed 
at a Veterans Hospital on a patient who 
lives at a high altitude. One patient does 
not have enough laryngeal airway to 
provide for his daily pursuits as an out- 
doorsman, and the case must from this 
point of view be considered a failure. 
Nevertheless, from the standpoint of 
supplying a satisfactory voice produced 
through normal channels of speech, 
rather than esophageal speech and the 
usual disabilities incidental to a_ total 
laryngectomy, the case must be consid- 
ered a success. 


One case was re-operated upon and a 
total laryngectomy performed a week 
after the subtotal operation because 
residual carcinomatous tissue was found 
in the margins of the specimen follow- 
ing detailed study of the permanent sec- 
tions. 


It is to be stressed that good control 
by numerous frozen sections during the 
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surgery is vital, and that the careful 
postoperative study of the specimen is 
essential. 


Conclusions to be drawn are that ana- 
tomic studies indicate and support the 
rationale of performing less than total 
laryngectomies, with restitution of the 
normal respiratory pathways, in many 
cases where total laryngectomy had pre- 
viously been considered necessary. The 
design of these operations, however, 
must conform to the observed anatomic 
details of the pathways of anticipated 
spread herein described. 


It must be borne in mind that with the 
exception of chordal cancer limited to the 
margin, no case of carcinoma of the 
larynx should be subjected to any type 
of subtotal laryngectomy which fails to 
permit observation of the lymph nodes 
of both sides of the neck and the exte- 
rior of the larynx at the time of opera- 
tion, and to the natural lines of cleavage 
between the soft tissues of the larynx 
and the cartilages. This applies particu- 
larly to lesions involving the ventricle. 


CONCLUSIONS 


One can conclude from a basic study 
of the anatomy of the larynx as it re- 
lates to cancer that our concept of the 
disease and its treatment must undergo 
radical revision. The larynx must be 
considered a highly compartmentalized 
organ in which, over much of its area, 
the right and left halves are physiologi- 
cally and anatomically separated from 
each other except insofar as the mucous 
membrane surface is concerned. 


Cancer within the larynx spreads by 
direct extension and via the lymphatics. 
[experiments are described designed to 
study anatomic patterns which might af- 
fect the spread by each of these routes. 


Observations dealing with direct 
spread were conducted by injecting dye 
into human cadaver larynges. Studies of 
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the lymphatics were made by injection 
of dyes and radioisotopes into living hu- 
man, dog and pig larynges. 


The following observations and con- 
clusions resulted: 


1. Dyes injected submucosally into 
the cadaver larynx are limited in their 
spread by anatomical barriers within the 
structure of the larynx. 


2. These barriers divide the larynx 
into a number of submucosal compart- 
ments as follows: 


a. Supraglottic, including the aryepi- 
glottic fold lateral to the cartilage 
of the epiglottis, which extends 
downward to the level of the false 
vocal cord 


b. Ventricle of the larynx 
c. True vocal cord margin 


d. Subglottic area overlying the in- 
trinsic muscles 


e. The cricoid area 


3. The compartments of the right 
side are independent of those on the left, 
so that dyes injected on one side fail to 
cross the midline. This results from the 
embryologic development independently 
of the right and left halves of the lar- 
ynx. These fuse together in infancy, 
the right and left lamina of the thyroid 
cartilage being joined together by a 
narrow strip of transparent flexible car- 
tilage (the intrathyroid cartilage). The 
soft tissues fuse in a median raphé, 
which in turn is attached to the internal 
aspect of the angle of the thyroid car- 
tilage (site of the embryonic intra- 
thyroid cartilage). 


4. The lymphatics within the larynx 
are divided into two groups, (a) super- 
ficial or intramucosal, (b) deep or sub- 
mucosal. 


5. The superficial or mucosal lym- 
phatics are an interlacing, communicat- 
ing web which spreads over the entire 
mucosal surface without limitation as to 
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sides. 


6. The submucosal (deep) lym- 
phatics of each side form an independent 
network, with very little or no inter- 
communication between the two sides. 
Observations following dye injections 
have been possible up to twelve days, 
after which the dye disappears. No 
cross-over beyond the midline was ob- 
served. 


7. The period of observation can be 
greatly prolonged by the injection of 
radioactive isotopes instead of dyes. 
Scintiscans of radioisotopes injected 
submucosally on one side of the larynx 
reveal no cross-over beyond the midline 
even after periods up to eight weeks. 
This is true despite the fact that radio- 
isotopes enter the general lymphatic cir- 
culation and are readily identified in the 
cervical nodes. 


8. Lymphatic flow within the larynx 
is always cephalad. 


9. Dyes injected at subglottic levels 
and carried cephalad by the lymphatics 
to supraglottic levels do not, en route, 
enter the margins of the true vocal 
cord. Similarly, dyes injected into the 
margin of the true vocal cord (the vocal 
cord bursa) tend to remain localized 
within it. These observations indicate 
that the margin of the true vocal cord 
is supplied with lymphatics not intimate- 
ly blended with those of the remainder 
of the larynx. 


10. Dyes injected into the ventricle 
appear upon examination of the interior 
of the larynx to remain localized with- 
in the ventricle. This is deceiving. Ac- 
tually, without being observed they can 
rapidly leave the confines of the ven- 
tricle and fan out between the soft tis- 
sues and the thyroid cartilage. They 
then enter the tissues external to the 
larynx by direct extension through the 
cricothyroid membrane, and via the lym- 
phatics. 
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11. Lymphatic drainage into the cer- 
vical nodes from the lowermost levels 
of the larynx is through the cricothyroid 
membrane. Lymphatic drainage from 
the higher levels is through the thyro- 
hyoid membrane. The exact level at 
which this separation takes place has 
not been demonstrated, but it is prob- 
ably at the level of the true vocal cord. 


12. A plexus of lymphatics is found 
in the midline on the cricothyroid mem- 
brane. This is the site of frequently ob- 
served malignant rests and may corre- 
spond to the clinically important node 
stressed by Broyles or may be independ- 


ent of it. 


13. Lymphatic drainage from all 
levels of the larynx is ordinarily to the 
cervical nodes of the same side. Dyes 
injected into the lowermost levels of 
the subglottic area, however, if they do 
enter the cricothyroid lymphatic plexus, 
are often distributed to the contralateral 
as well as to the ipsilateral side. This is 
probably due to the fact that the circular 
cricoid cartilage develops as a single 
nonfused element so that its lymphatics 
are of bilateral rather than unilateral 
distribution. 


14. When the efferent lymphatics of 
the ipsilateral side are destroyed as by 
surgical isolation, dyes injected into the 
larynx do not enter the nodes of the 
isolated side but are recovered from the 
contralateral side. This applies as well 
to occlusion of the efferent lymphatic 
channels by the cancer. 


15. Studies of large numbers of can- 
cers of the larynx indicate that dissemi- 
nation of cancer by direct extension and 
lymphatic pathways, both within the lar- 
ynx and beyond it, corresponds to the 
reported observations made with inject- 
ed dyes and radioisotopes. 
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DIRECT LARYNGOSCOPY UNDER GENERAL 


ANESTHESIA 


Rospert E. Priest, M.D. 


and 


STANLEY WesoLowskI, M.D. 


BY INVITATION 


MINNEAPOLIS, MINNESOTA 


Ir is the purpose of this paper to 
present an exact technique for the endos- 
copic removal of small laryngeal tumors, 
for the biopsy of larger lesions, and for 
the direct inspection of the larynx un- 
der general anesthesia. In many areas, 
these procedures are carried out under 
local anesthesia. Local anesthesia has 
been advocated as being safer and more 
satisfactory because it permits more ex- 
act mechanical handling during removal 
of vocal cord lesions. In Minneapolis, 
general anesthesia for direct laryngos- 
copy has been widely used for at least 
fifteen years. Dr. Lawrence R. Boies! 
has taught many laryngologists the 
method, but he disclaims originality and 
says that he learned it from the late Dr. 
Gordon B. New of the Mayo Clinic. 
General anesthesia for direct laryngos- 
copy can be used safely and in a manner 
permitting exact mechanical manipula- 
tion within the larynx. Our long per- 
sonal experience with the method from 
1947 through 1958 includes laryngos- 
copies in 309 cases. 


From the Division of Otolaryngology, University of 
Minnesota (Dr. Priest), and the Department of 
Anesthesiology, St. Mary’s Hospital, Minneapolis 
(Dr. Wesolowski). 


Illustrations were drawn by Mr. John Desley, De- 
partment of Medical Illustration and Photography, 
University of Minnesota Medical School. 


Presented at the Sixty-Fourth Annual Session of the 
American Academy of Ophthalmology and Otolaryn- 
gology, Oct. 11-16, 1959, Chicago. 
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We claim no originality for this meth- 
od. As we have used it, refinements have 
evolved gradually. The wasp-waisted 
laryngostat described here for the first 
time is such a refinement. We realize 
that many physicians will have used 
modified forms of this method, but we 
recognize also that it has not been wide- 
ly employed for laryngeal work. We be- 
lieve that general anesthesia is safe. It 
enhances the comfort of the patient by 
reducing his anxiety before the opera- 
tion and eliminating his discomfort or 
pain during the operation. The operator 
is freed from nervous tension and anxi- 
ety engendered by the knowledge that 
his patient is uncomfortable. The opera- 
tor’s physical effort expended to expose 
the laryngeal lesion is greatly reduced 
because the unconscious patient does not 
resist. The muscle relaxant medication 
administered with the anesthetic further 
reduces the resistance of the patient. 
The operator is free to concentrate on 
the meticulous correction of the laryn- 
geal defect. 


A review of recent literature reveals 
only a few references to general anes- 
thesia in direct laryngoscopy. These ref- 
erences are outlined below. The view- 
points expressed in them summarize 
quite completely the case for local anes- 
thesia. We have no quarrel with those 
advocating local anesthesia, but feel that 
the case for general anesthesia should be 
heard. 
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Knudsen and his colleagues,> writing 
from Copenhagen as recently as 1958, 
with reference to laryngeal operations, 
said that “because oral intubation cannot 
be applied and accordingly the patient’s 
respiration cannot be controlled in the 
usual way, peroral operations in and 
about the larynx present special anes- 
thetic problems.” Later in their paper, 
these authors said: 


Within recent years general anesthesia with 
barbiturates, supplemented by relaxant, has 
been used to an increasing extent for bronchos- 
copies and operations through the broncho- 
scope, this having provided ideal conditions 
for operation. The indispensable oxidation and 
elimination of carbon dioxide is secured by 
intermittent artificial respiration via _ the 
bronchoscope or by similar measures, which 
presuppose intubation during the whole period 
of apnea in the form of the inserted broncho- 
scope. At direct laryngoscopy and operation 
in the larynx we naturally do not have this 
possibility of maintaining the patient’s ventila- 
tion. 


The authors then went on to describe 
the use of a shield, or cuirass type res- 
pirator, which fits tightly to the body 
and permits artificial respiration to be 
applied through the creation of negative 
pressure outside the thoracic wall. 


In 1959, with reference to the therapy 


of benign laryngeal tumors, Holinger* 
stated: 


In the great majority of patients with be- 
nign laryngeal tumors, adequate control ther- 
apy can be obtained with cup forceps removal 
under direct laryngoscopic guidance. The use 
of local anesthesia in adults, rather than gen- 
eral anesthesia, is considered to be important 
in that an evaluation of the condition of the 
cord edge during both inspiration and phona- 
tion is possible in the patient who can respond 
to the request to say “E” whereas the loose, 
flaccid cord of the patient under general anes- 
thesia cannot be so studied. Nevertheless, 
some prefer suspension laryngoscopy and 
complete relaxation under general anesthesia 
for exposure and removal of these benign 
tumors. 
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Goldman and Talbot’ state that lar- 
yngoscopy, both indirect and direct, 
can be performed with ease in adults 
under topical anesthesia. They say fur- 
ther that the use of the suspension or 
self-retaining laryngoscope requires the 
employment of deep general anesthesia, 
but that suspension laryngoscopy may 
be attempted under local anesthesia with 
heavy sedation. 


LeJeune® has mentioned that suspen- 
sion laryngoscopy may be performed 
under local anesthesia, but he found the 
best results under general anesthesia. In 
recent years, he has utilized thiopental 
sodium (pentothal sodium) and curare 
with satisfactory results. He pointed 
out: 


Regardless of the anesthetic employed, deep 
narcosis is required to obtain sufficient re- 
laxation of the throat and tongue for proper 
introduction of the instrument and exposure 
of the larynx and vocal cords to direct vision. 


He did not mention the use of an endo- 
tracheal tube, but it is entirely possible 
that he has employed it and that it may 
have been omitted from his illustrations 
to provide clear views of the larynx. 


Lewy’ described a suspension fixation 
gear-power laryngoscope which _per- 
mitted the operator to use a fixation 
point on the patient’s chest. Lewy said 
with reference to the usual tubular 
laryngoscope: 


I found I was occasionally neither strong 
enough nor perhaps skillful enough to expose 
the anterior commissure without great diffi- 
culty. There was as well an occasional neces- 
sity for general anesthesia or its equivalent. 
For some years I presumed that this was a 
personal problem and let it go at that. Finally, 
mustering up some courage, I began to inquire 
among my colleagues. | drew some coid com- 
fort from the fact that many of them candidly 
admitted that they had frequently contended 
with similar situations. 


Lewy’s problems were solved by his cre- 
ation of a beautiful and useful mechani- 
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cal appliance which made the procedure 
easier for the operator. General anes- 
thesia, by the method described in the 
present paper, solves the problem by 
chemical plus mechanical means and 
makes the procedure easier for both the 
operator and the patient. 
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Ventricular Band 


True Vocal Cord 


Airway System 


FRONTAL SECTION 


Endotracheal Tube Cuff 
Inflated To Produce Closed 


taneous respiration will not be deep 
enough to obtund the pharyngeal 
and laryngeal reflexes sufficiently to 
permit direct examination, and lo- 
cal anesthesia will be needed to ob- 


tund these reflexes. 


Loryngostot 


Cuff -inflating 


FIG. 1—(A) Frontal section of the larynx and upper trachea with laryngostat and endotracheal tube 
seen from the front. The laryngostat is holding the ventricular bands aside to give an uninterrupted 
view of the edges of the vocal cords as they stretch across the open end of the laryngostat. The 
endotracheal tube lies posterior to the laryngostat. The inflated balloon makes a closed system for 
the anesthesia. (B) View of the larynx from above showing the epiglottis, true and false cords, 
laryngostat and endotracheal tube in the relationship described in (A). (C) Sagittal sectional view of 
the larynx and upper trachea with laryngostat, endotrachea! tube and cuff seen from the side. 


Several criteria must be met if one is 
to carry out direct laryngoscopy safely 
with general anesthesia: 


1. Any operation must be done in a 
manner which preserves the conti- 
nuity of the airway. 


Direct laryngoscopy can be done 
only if the laryngeal interior is not 
filled by some foreign object. 


General anesthesia shallow enough 
to permit completely normal spon- 


4. Deeper general anesthesia will re- 
quire control of respiration via an 
endotracheal tube ; but a tube of the 
usual size occupies most of the lar- 
yngeal lumen. - 


How can one reconcile these conflict- 
ing ideas and stay within proper margins 
of safety? The use of a small endo- 
tracheal tube having a distal cuff to per- 
mit formation of a closed system, the use 
of the special small laryngostat described 
below, and the very convenient clinical 
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fact that most small laryngeal lesions lie 
in the anterior part of the larynx make 
it possible to proceed safely using gen- 
eral anesthesia (fig. 1, B and C). The 
airway is unimpeded and an exchange 
of gas can be great enough if controlled 
respiration is used. A_ special wasp- 
waisted laryngostat is inserted anterior 
to the endotracheal tube, and excellent 
exposure of the anterior two thirds of 
the vocal cords is created (figs. 1, 5 and 
6). The laryngostat tenses the cords so 
that the sharp phonating edges are 
delineated accurately. Angulated cup 
forceps of the Jackson type are used to 
remove tissue for biopsy from tumors 
suspected of being malignant or to re- 
move benign tumors. The entire opera- 
tion proceeds in tranquility, is usually 
brief, and involves little discomfort or 
apprehension for either the patient or 
the physician. The patient whose direct 
laryngoscopy under local anesthesia 
would be impossible, or nearly so, due 
to anatomic configuration, apprehension 
or active gag reflex, may be difficult un- 
der general anesthesia ; but he surely will 
be easier to manage. Most ordinary 
laryngoscopic operations will be so much 
easier that we believe there is little to 
recommend local anesthesia as the sole 
anesthetic agent. 


If one needs to look at the area ob- 
scured by the endotracheal tube, i.e., the 
area medial to the vocal processes of the 
arytenoids, or the area of the posterior 
commissure, he can proceed in one of 
several ways. He can hyperventilate the 
patient, deflate the cuff of the endo- 
tracheal tube, withdraw the tube for a 
short time, reinsert it, and repeat the 
whole sequence until the objective of the 
laryngoscopy has been accomplished ; or 
he can slip the end of a laryngoscope be- 
hind the endotracheal tube, lift the tube 
forward, and examine the posterior 
parts of the larynx without disturbing 
the function of the endotracheal tube as 
an airway. The small tube does no harm 
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to the anterior part of the larynx when 
gently moved to this region. 


It is probably not good judgment to 
pass an endotracheal tube beyond a le- 
sion suspected of being malignant, for 
fear of transplanting fragments of the 
tumor to the trachea or bronchi. This 
may be an unnecessary fear, but we no 
longer pass tubes past lesions likely to 
be malignant, though there is no evi- 
dence in the earlier cases of our series 
that such transplantation occurred. 


The actual passing of the endotracheal 
tube may be done by the laryngologist 
or the anesthesiologist, depending upon 
their liaison. If they are not sufficiently 
acquainted with each other’s ability, 
the laryngologist may not want to risk 
bruising of the tumor by the anesthe- 
siologist. The anesthesiologist may not 
care to assume the responsibility of pos- 
sible injury to the tumor. Certainly when 
the method is first employed, the laryn- 
gologist will want to pass the tube him- 
self, and perhaps the team will always 
want to continue in this way. 


The endotracheal tubes used are 
known as Murphy tubes* (fig. 2). The 
inflating channel leading to the distal 
balloon is built into the side wall of the 
main tube. Thus only one tube passes 
through the larynx, and no extra tube 
gets into the operator’s way in the laryn- 
geal lumen. The “pilot” balloon on the 
inflating tube indicates how tensely the 
distal balloon is infiated. The tubes are 
really designed for nasotracheal intro- 
duction, and therefore are quite long. 
The extra length places the anesthesiolo- 
gist’s apparatus far enough away from 


*Murphy endotracheal tubes may be obtained from 
the Foregger Company, Inc., P. O. Box 38, Roslyn 
Heights, Long Island) New York, under listing of 
“No. 115-C Murphy Catheter with built-in cuff, 
even sizes 14 through 36 French.”’ 
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CUFF INFLATING 
( PILOT) 
BALLOON 


“Jo 


FIG. 2—View of Murphy tracheal tube with distal inflatable balloon made for nasal introduction. 
Pilot balloon on the inflating tube indicates tension of the distal balloon. The “built in” feature 
of the inflating tube makes it more convenient to use for endolaryngeal work because no extra 
inflating tube passes through the larynx outside of the main endotracheal tube. Note that although 
nasal tubes are used, they are passed through the mouth; their extra length permits the anesthesi- 
ologist to be out of the laryngologist’s way. 


the patient’s mouth so that introduction 
of the laryngoscope is not made difficult 
by the presence of the endotracheal tube 
or its connections (fig. 4). 


The wasp-waisted laryngostat* is 
modified from the wasp-waisted anterior 
commissure laryngoscope designed by 
Broyles (fig. 3) ; this instrument is par- 
ticularly useful because the smaller di- 
ameter lies between the teeth and re- 
quires very little space. In many patients 
this is advantageous. The larger diam- 
eter tube at the laryngeal end of the in- 


in endolaryngeal surgery. It occurred to 
one of us that the advantages of both in- 
struments could be combined by con- 
structing a laryngostat on the Broyles’ 
‘“‘wasp-waisted” tube. The modified tube 
is 17 cm. long. The original Broyles’ in- 
strument was 17 cm. to the tip of the 
“beak”; the modified one is square- 
ended when viewed from the side, and 
the entire leading end is 17 cm. from 
the proximal end. The modified triangu- 
lar form of the lumen was artfully con- 


strument gives ample working room. Lar- A 


yngostats, 1.e., square-ended tubes to split 
the ventricular bands and hold them aside 
while the true vocal cords are being oper- 
ated upon, have been used for many years 


*Wasp-waisted laryngostat obtainable 


FIG. 
scope from which the wasp-waisted laryngostat was 
from Henry constructed. 


3—(A) Broyles’ anterior commissure laryngo- 


(B) The wasp-waisted laryngostat seen 


Pilling and Sons, 3451 Walnut Street, Philadelphia. from the side. 
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Uy, Position Of Operator 
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FIG. 4-—Sketch to show position of operator, anesthesia tubes, intravenous connection for anesthetic, 


and wasp-waisted laryngostat. 


trived by Broyles to fit the angle be- 
tween the vocal cords (figs. 5 and 6). 
It can be inserted between the ventricu- 
lar bands of the larynx and will gently 
nudge these structures aside, while the 
square-cut distal end stops just short of 
the true vocal cords (figs. 1, A and B, 
5 and 6). As the tip of the instrument is 
lifted anteriorly, the cords, already 
splinted apart by the endotracheal tube, 
tense ; as the instrument is inserted fur- 
ther, the cord edges can be rolled out. 
By very delicate positioning of the tip 
of the instrument, the cords can be made 
to assume exactly the status the surgeon 
deems best. In large larynges it is pos- 
sible to slide the tip of this small laryngo- 
stat through the glottis into the sub- 
glottic area, and one may do this when 


he first uses the instrument. We began 
to use this wasp-waisted laryngostat in 
1956. Its usefulness has been greater 
than anticipated. It was expected that 
in difficult cases it would prove to be 
helpful, but it can be introduced with 
such gentleness and lack of trauma that 
it is now employed more often than any 
other laryngoscope for vocal cord nodule 
removal. 


A more detailed consideration of the 
method and technique of anesthesia fol- 
lows. Preoperative preparation of the 
patient includes a careful and thorough 
examination of the larynx prior to hos- 
pital admission, in addition to a thor- 
ough general examination to determine 
the patient’s ability to tolerate a general 
anesthetic. The indirect method of lar- 
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FIG. 5—View drawn in the operating room showing 
a cyst on the left vocal cord seen through the was)- 
waisted laryngostat. The shape of the laryngostat is 
such that it pushes the false cords aside without 
distorting the larynx, permitting the true vocal cords 
to extend across the end of the instrument and to 
be controlled by the depth of introduction of the 
instrument. The endotracheal tube can be seen lying 
in the posterior part of the larynx between the vocal 
cords. 


yngoscopy informs the operator of the 
size, appearance, and location of the le- 
sion. For an average adult patient, pen- 
tobarbital sodium 90 mg. is administered 
orally one and a half hours before in- 
duction of anesthesia. Within one half 
hour this is followed by an intramuscu- 
lar imjection of meperidine hydro- 
chloride 50 mg. and atropine sulfate 0.4 
mg. 


Upon the patient’s arrival in the oper- 
ating room, a continuous intravenous 
infusion of 5 per cent dextrose is start- 
ed. An intravenous barbiturate and 


curare with nitrous oxide and oxygen 
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by inhalation were used in our earlier 
cases of this series. During the last six 
years, thiopental sodium and gallamine 
triethiodide (Flaxedil) have been em- 
ployed. The two drugs are combined so 
that each cubic centimeter of solution 
contains 25 mg. of thiopental sodium 


FIG. 


commissure, drawn from life in the operating room. 


6—Similar view showing tumor of anterior 


tube can be 


posterior part of the larynx between the vocal cords. 


The endotracheal seen lying in the 


and 5 mg. of gallamine triethiodide. The 
gallamine triethiodide produces the nec- 
essary muscular and vocal cord relaxa- 
tion. In addition, it inhibits many of the 
reflex activities so commonly experi- 
enced with pentothal sodium alone. 


The induction is carried out slowly, 
and the patient’s respirations are man- 
ually controlled. A face mask is used 
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when necessary for adequate oxygena- 
tion and elimination of carbon dioxide. 
Usually about ten minutes are allowed 
to elapse before direct laryngoscopy for 
endotracheal intubation is attempted. 
The Murphy endotracheal catheter, size 
24-26 French, with a built-in cuff is used 
in an average adult patient. Knowing 
the exact size and location of the laryn- 
geal lesion is most important before the 
intubation, because the tube must not 
bruise the vocal cord lesion. The endo- 
tracheal catheter is moistened with water 
or saline solution. No other lubricant is 
employed for fear that it will be wiped 
on the laryngeal interior and distort the 
appearance of the tumor. The vocal 
cords must be relaxed when the endo- 
tracheal tube is inserted. 


After inserting the endotracheal 
catheter, the cuff is inflated to the de- 
sired tension. Thus a closed system of 
respiration is established. Manually con- 
trolled or assisted respirations are con- 
tinued with nitrous oxide, 2 parts, to 1 
part (1 liter) of oxygen by inhalation 
for the duration of the procedure. The 
intravenous mixture of thiopental sodi- 
um and gallamine triethiodide is given 
as needed. At the completion of the sur- 
gical procedure, thorough suctioning of 
the pharynx and tracheobronchial tree 
follows. The patient is extubated when 
active respirations resume. If neces- 
sary, breathing is assisted manually with 
the use of the face mask. This is con- 
tinued until normal ventilation of the 
lung returns. 


An exact method for direct laryn- 
goscopic removal of small vocal cord le- 
sions has been presented. In our hands, 
it has proved to be a very successful pro- 
cedure. If one desires, the method may 
be modified so that topical anesthesia 
with cocaine, hexylcaine hydrochloride, 
or any similar drug may be applied 
initially to the tongue, pharynx and lar- 
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ynx with an atomizer. This is then fol- 
lowed by the general anesthesia as just 
described, using an intravenous barbi- 
turate and a muscle relaxant with the 
inhalation anesthesia and endotracheal 
tube. Succinylcholine could be readily 
substituted for the gallamine triethio- 
dide, as suggested by Dr. Eversole.” 


Only one patient in this series is 
known to have developed a postoperative 
complication. Atelectasis of the right 
middle pulmonary lobe, presumably 
from bronchial occlusion by aspirated 
blood, followed removal of a squamous 
papilloma. from a vocal cord. In retro- 
spect, it is probable that this should have 
been anticipated and could have been 
avoided by postoperative bronchoscopic 
aspiration. 


SUMMARY 


This paper has presented an exact 
method for carrying out direct lar- 
yngoscopy under general anesthesia 
while controlling the patient’s respira- 
tion through an endotracheal tube. The 
closed anesthetic system is made pos- 
sible by a distal balloon on the endo- 
tracheal tube, inflated to fit the inside of 
the trachea. The paper describes a wasp- 
waisted laryngostat modified from an 
instrument designed by Broyles. Details 
of anesthetic medications and their ad- 
ministration are given. Thiopental sodi- 
um and gallamine triethiodide (Flax- 
edil) have been employed as intravenous 
medication. Murphy endotracheal cathe- 
ters having built-in cuffs were used. 


DISCUSSION 


Louis H. Crerr, M.D., St. Petersburg, 
Florida: The earlier workers in the field of 
direct laryngoscopy, lacking anesthesiologists 
and adequate anesthetic agents, utilized local 
anesthesia and developed manual dexterity to 
compensate for the aids now available and 
they were remarkably successful. In an ex- 
perience covering thirty-two years, during 
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which time local anesthesia was employed 
routinely in every case, I failed to attain my 
objective in relatively few. Our facilities for 
general anesthesia were limited and inade- 
quate, and I felt more secure and relaxed 
when the patient was awake. | always be- 
lieved that having the patient conscious and 
able to phonate or inspire on request was 
helpful in determining the condition of the 
cordal edge when removing benign or inflam- 
matory lesions. 


I find no fault with the method described 
by Dr. Priest and his associate. Their ex- 
periences indicate that it has proved satis- 
factory in their hands and that they were 
able to attain their objectives satisfactorily 
without hazard to the patient. This is the 
most that anyone can hope for by any tech- 
nique and is an important criterion in the eval- 
uation of any technical procedure. It is ob- 
vious that a competent anesthesiologist is as 
necessary to this technique as a competent 
laryngologist and that a lack of either would 
prohibit its employment. The wasp-waisted 
laryngostat is an interesting modification of 
Broyles’ laryngoscope, and this according to 
the authors, assists in tensing the vocal cords. 
The employment of a small endotracheal tube 
minimizes the objection to having the laryn- 
geal lumen obstructed. 


Should I return to active practice, I prob- 
ably would be inclined to give this method 
a trial. 


DeGRAAF WoopMANn, M.D., New York: It 
is a particular pleasure to discuss Dr. Priest’s 
paper. | received a copy of the paper early 
enough to permit me the opportunity to try 
the technique on a group of patients. I found 
that its merits justify its use. 


With this technique the patient is relaxed 
and the examination and manipulations can 
be carried out without rush. With the use of 
the suspension apparatus, the hands are free 
for manipulative work. The anterior, as well 
as the posterior, part of the glottis can be 
visualized by the simple maneuver of moving 
the laryngostat to the front or back of the 
tracheal tube. 


Dr. Jack Frumin of our Department of 
Anesthesiology has been interested in apneic 
oxygenation techniques. He suggested trying 
this type of anesthesia for laryngoscopies. It 
has been used frequently in bronchoscopies, 
but here oxygenation is aided by the passing 
of oxygen down the bronchoscope. The pa- 


tient is prepared as for local anesthesia with 
topical sprays. Almost all of the pulmonary 
nitrogen is washed out by allowing the patient 
to breathe pure oxygen for five to ten minutes. 
A muscular relaxant is given. Full oxygena- 
tion can be maintained for at least three to 
four minutes. The patient utilizes the two 
liters of oxygen present in the lungs, and 
arterial oxygen saturation measurements in 
twelve subjects revealed that at least 95 per 
cent saturation is maintained after three min- 
utes of apnea, even without additional oxygen 
insufflation. 


We did four cases in this manner and four 
by the Murphy tube technique. Anesthesia- 
wise they both did well. The apneic technique 
permitted the procedure to be carried out with 
unobstructed view and without the passing 
of tubes through the glottis. The apneic tech- 
nique is one that should be employed only by 
a highly qualified and experienced anesthesi- 
ologist, just as the Murphy tube technique 
demands the same qualified skill. It demands 
very close attention and a quick response to 
signs of oxygen lack: namely, color change, 
pulse irregularity, and elevation of blood 
pressure. 


I like the technique described by Dr. Priest 
and plan to use it more frequently in the 
future. If the apneic oxygenation anesthesia 
proves sufficiently safe in a large series of 
cases, thus eliminating all tubing and per- 
mitting an unobstructed view of the entire 
glottis, | would favor it when general anes- 
thesia is desired, particularly for a short pro- 
cedure. 


I do not plan to give up local anesthesia 
for laryngoscopies, but I will try to use the 
techniques for general anesthesia when they 
seem indicated, especially for the very appre- 
hensive and possibly uncooperative patient, 
and for the individual with a thick short neck. 


It has been a great pleasure to have been 
asked to discuss such a well presented paper 
on such a timely topic. 


Dr. Priest: I want to thank Dr. Clerf and 
Dr. Woodman for their discussions. 


I am very pleased that Dr. Clerf was candid 
in his comments. I have tremendous respect 
for him and have had for many years. I think 
he was very fair about this. I feel that it is 
a high compliment from Dr. Clerf that if he 
were going back into practice, he would try 
this method. 
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I was pleased that Dr. Woodman saw fit 
to use the technique and that he found it 
satisfactory. I think it is remarkable when 
a discusser will actually use the process put 
forth in the paper he is to discuss and satis- 
fy himself concerning its merit. 


4. Holinger, Paul H.: Treatment of Benign 
Tumors of the Larynx, Chapt. 34 in Pack 
and Ariel; Treatment of Cancer and Allied 
Diseases, New York, Paul B. Hoeber, 
1959, vol. 3, p. 493. 
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EXTENDED APPLICATIONS OF FREE COMPOSITE GRAFTS 


Oscar J. Becker, M.D. 
CHICAGO, ILLINOIS 


THE term “composite graft” has be- 
come almost synonymous with a free 
graft from the external ear and involves 
the transfer of a section composed of 
auricular cartilage, fat and connective 
tissue covered by skin on one or both 
sides of the graft. It therefore involves 
the transplantation in one stage of tis- 
sues containing more than one germinal 
layer. 


Other forms of composite grafts are 
available for transplantation. These in- 
clude septal cartilage with mucosa, up- 
per lateral cartilage with attached mu- 
cous membrane, lower lateral cartilage 
with skin lining, full thickness of the 
ear lobe, sections of the alar base and 
full thickness of the eyelid. 


The composite auricular graft is pri- 
marily used in the repair of alar de- 
fects. Its usefulness is limited by the 
size of the defect and the nature and 
blood supply of the recipient site. 


The use of composite grafts for the 
repair of alar defects was first described 
by Konig in 1902!! and again in 1914.! 
Joseph used this method and quoted 
Konig in his book “Nasenplastik and 
sonstige Gesichtsplastik” in 1931.!° A 
50 per cent survival rate of the graft was 
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reported. During World War II the 
method was revived and popularized by 
srown and Cannon’ with great success. 
Since then the results have been uni- 
formly good in properly selected cases, 
as reported by Szlazak (1948),'” Pelli- 
ciari (1949),'4 Converse (1950), Du- 
fourmentel (1951)® and (1957),? Mce- 
Laughlin (1954) Snyderman (1954) 
Conley and Von Fraenkel (1956) ,> Rob- 
inson (1956)'> and Davenport and Ber- 
nard (1959).? 


The free composite graft has the fol- 
lowing advantages: (1) being a one- 
stage operation, it is economical of time 
and expense, (2) color and thickness 
approximate the tissues at the nasal tip, 
(3) the cartilage in the graft not only 
helps maintain the skin under tension, 
thereby allowing adequate revasculariza- 
tion, but the cartilage also reproduces 
the contour of the nasal tip and pre- 
vents shrinkage of the skin, and (4) the 
donor site is usually easy to repair 
without conspicuous secondary deformi- 
ty (fig. 1). 

Composite graft transplantation has 
become an accepted procedure, but we 
are curious as to the reason for the high 
degree of successful results attained in 
freely transferring a comparatively large 
section of tissue with only a rim contact 
for blood supply. 


McLaughlin’ of England observed a 
composite graft without a dressing. Pre- 
viously, in almost all cases the operative 
area had been covered by a splint or 
dressings for five to ten days and direct 
observation of the graft was impossible. 
(A transparent dressing made of lucite 


2 
: 
£ 
: 
ae 
< 
fe 
E 
me 
7 
$ 
Ai 
8) 
— 
a3 
a 
? 


650 


or plexiglass may be used to allow ob- 
servation of the graft.) McLaughlin’s 
observations of the uncovered graft 
were that the skin was a dead white 
when transplanted. In six hours it had 
turned a pale pink. In twelve to twenty- 
four hours it had become blue-mauve 
with some cyanosis. However, the color 
cleared steadily until it appeared a 
healthy pink in three days. 


b 


FIG. 
removal of composite grafts of skin and cartilage. (b and c) Methods of correction by (1) primary 
closure after cutting skin in a manner that will allow dovetailing, thereby preventing a notch at 


the rim border of the ear, (2) a postauricular flap, or (3) rolling the postauricular skin forward 
‘Becker, Oscar J.?). 


The venous outflow does not keep pace 
with the inflow; therefore, cyanosis is 
invariably a temporary state. 


Grafting without a dressing was also 
performed by Robinson'® in 1956. He 
transplanted a graft 8 cm. long to re- 
pair a defect which extended from one 
ala to the other, with a good result. 


How does the blood pass from the 
recipient area into the graft? Capillary 
budding, which is the normal mechanism 
for graft healing, does not occur for 
four or five days and is not complete 
until the twelfth day, nor is the surface 
large enough for plasmic circulation to 
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take place in a few hours, as in an ordi- 
nary skin graft which has a large con- 
tact surface and is millimeters thin. 


McLaughlin’s conclusion, based on 
gross observation and a priori reasoning, 
is that there must be a few capillaries in 
which there is direct contact of lumen 
with lumen for the transfer of red blood 
cells. If but a few vessels achieve con- 
tinuity, it is followed by rich and free 


1—(a) Representative areas, depending on the type of defect to be corrected, for the 


anastomosis in the graft. His conclusion 
is also based on experimental skin-graft- 
ing procedures performed by Traut and 
Davis'® in 1925, in which they demon- 
strated early capillary anastamosis be- 
fore true capillary budding occurred. 


In 1958 Ballantyne and Converse,' in 
a brilliant experimental study of com- 
posite rabbit ear grafts, transplanted 
these grafts to the chorio-allantois of 
the chick embryo, and thereby confirmed 
the previous conclusion that the vessels 
of the graft and the recipient area con- 
nect by inosculation, 1.e., mouth to mouth 
apposition. 


A: 
a 
Hee 
he 
vine 
- 
= 
rolled 
| ~ F 
4 
: 
= : 
¥ 
4 
7 
5 
2 
ae 
sp. 
3 
; 
> 
| 
| 
| 
= 


SEPT.-OCT. 
1960 


McLaughlin felt that leaving the 
dressings off allows cooling of the graft, 
thereby preventing an increased meta- 
bolic level which occurs with heat over 
the tissues. Conley and Von Fraenkel> 
in 1956 went a step further and sug- 
gested cooling of the graft by the con- 
tinuous application of ice packs over the 
nasal splint for almost two weeks. 


I have not used this method, but I do 
attempt to decrease the venous conges- 
tion and facilitate the venous outflow by 
lowering the head of the bed for three 
to four days after surgery. 


TECHNICAL ASPECTS 


To assure an adequate blood supply, 
the graft should not exceed 1.5 cm. in 
width. The length is immaterial. Snyder- 
man!® in 1954 reported two grafts ex- 
ceeding these limits which healed suc- 
cessfully. One graft was 2 cm. square 
and the other 2.5 cm. by 3 cm. in size. 
These are the largest composite grafts 
reported. It is unusual to use a composite 
graft to repair an alar rim defect that 
exceeds 1.5 cm. in width, for beyond 
these dimensions we are reaching into 
the limits requiring a nasolabial or fore- 
head pedicle flap. 


A larger composite graft which in- 
volves correction of the nose, if it is not 
placed completely along the nostril rim, 
can exceed the 1.5 cm. rule; the graft 
may be 3 cm. wide if it is surrounded 
by an adequate blood supply on all sur- 
faces, because the center of the graft 
will not be more than 1.5 cm. from the 
lateral recipient margin. 


Scrupulous attention to technique is 
essential in the handling of composite 
grafts. A good blood supply is necessary 
at the recipient site; therefore all scar 
tissue is completely removed. A small 
cuff of skin is dissected to prevent 
notching at the borders and to increase 
the capillary blood supply. 
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Adequate immobilization is essential. 
The graft is held in position by 5-0 or 
6-0 atraumatic silk sutures placed about 
6 mm. apart. Packing with petrolatum- 
impregnated gauze or, preferably, a non- 
adhering pack such as Adaptic is used 
intranasally. An external splint of 
Stent’s compound is applied without 
pressure to act as a protective dressing. 


Normal tension in the skin is main- 
tained by the cartilage in the graft. The 
cartilage acts as an internal splint and is 
one of the prime reasons these grafts 
heal so well. It allows many of the capil- 
laries to remain patent, thereby allow- 
ing direct anastomosis with many of the 
donor capillaries. This is probably the 
reason for the high percentage of suc- 
cessful “takes” in this type of grafting. 


Hematoma and infection must be pre- 
vented. Hemostasis of the recipient site 
is secured with wet gauze sponge pres- 
sure and fine hemostats. Catgut ties or 
cautery should not be used unless ab- 
solutely necessary. Antibiotics are rou- 
tinely used preoperatively and _ post- 
operatively. 


After hemostasis is secured, an exact 
pattern of the graft is made. The pat- 
tern is placed over the ear to find a suit- 
able site with the proper curve of the 
nostril rim. After the graft is cut from 
the ear, it is immediately transferred to 
the defect. Hemostasis of the donor site 
is temporarily secured by an assistant 
while the graft is being sutured into 
place. The graft is handled without pres- 
sure, either being held lightly between 
the fingers or with a fine toothless 
forceps. 


APPLICATIONS OF COMPOSITE GRAFTS 


Aside from alar rim defects, these 
grafts have been used to repair ear de- 
fects, to replace skin and cartilage de- 
fects above the alar rim and over the 
nasal dorsum, to reconstruct partial 
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FIG. 2—(A) Defect of nasal tip following resection for carcinoma. (B) Composite graft from the ear at the 
first dressing on the sixth postoperative day. (C) Three months postoperatively. (D) Profile view preoperatively. 
(E) Profile at the first dressing. Note the primary repair of the ear with minimal deformity (Becker, Oscar J.*). 
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FIG. 3—Composite graft to alar rim for repair of defect resulting from a dog bite. (Top) Composite graft on 
sixth postoperative day. (Bottom) Condition of graft five months postoperatively. 


losses of the columella, and to repair 
septal perforations (figs. 2 and 3). 


In many cases of postauricular skin 
grafts transplanted to the lower three 
fifths of the nose, the graft will heal 
well but may result in a slightly de- 
pressed surface. To prevent this depres- 
sion and to avoid contracture of the 
skin, the postauricular graft should in- 
corporate a section of cartilage. It is not 
essential that the cartilage be full thick- 
ness. It can be a thin shaving incorporat- 


ed with the graft. This will add thick- 
ness, thereby avoiding a depression, and 
the incorporated cartilage will prevent 
shrinkage of the graft. If the lesion in- 
volves the area over the bony dorsum as 
well as the cartilaginous area, the section 
placed over the bone is skin only. When 
the defect is due to excision of car- 
cinoma, which may have involved the 
underlying nasal cartilage, the cartilage 
may be removed with the skin and a “flat 
graft’ of skin and cartilage used to re- 
place the defect (Brown and McDow- 
ell*). 
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FIG. 4—Cleft lip nasal deformity with insufficient alar cartilage and skin. Nasal tip lowered by incising and 
freeing the skin and alar cartilage. The remaining defect filled with a composite graft. 
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FIG. 5——Repair of deformity illustrated in figure 4. 
The composite graft in position on sixth postoperative 
day. 


In old cleft lip nasal deformities with 
insufficient alar cartilage and skin, the 
nasal tip may be lowered by dissecting 
the skin above the rim of the alar car- 
tilage. The remaining defect is then filled 
with a composite graft (figs. 4 and 5). 
Bilateral composite grafts may be used 
to reform the congenitally short nose 
usually associated with a bilateral cleft 
lip nasal deformity. 


This procedure may also be used to 
repair scar retractions of the lower third 
of the nose or the alar rim. By dissect- 
ing the tissue well above the alar rim, 
the rim may be dropped, and the result- 
ant defect corrected with a composite 
graft. It is not necessary to cut complete- 
ly through the inner surface of the nose. 
The defect can then be replaced with a 
flat composite graft, i.e., skin and car- 
tilage without an inner skin surface. 


The abnormally small, protruding ear 
differs from the usual case of protrud- 
ing ears. The ear is folded on itself and 
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the helix is short and thickened. To cor- 
rect this type of deformity, the forma- 
tion of a new anthelix is insufficient to 
set the ear back. It is necessary to free 
the helix from its attachment just above 
the tragus to mobilize the upper pole of 
the ear (fig. 6). This creates a defect 
which can be corrected with a composite 
graft from the opposite ear ( Becker’). 


Removal of cartilage from the ear 
without distorting the helix or anterior 
surface of the ear is possible by dissect- 
ing cartilage and skin from the posterior 
surface of the auricle. The section of 
skin removed should be larger than the 
area incorporating skin and cartilage. 
The extra skin is then folded under the 
cartilage and sutured. This has been 
used mainly in the correction of ear de- 
formities, but has also been used in alar 
defects in which a small portion of the 
skin lining is still present (figs. 7 and 8). 


Septal perforations from 1.5 cm. to 
2.0 cm. have been repaired with com- 
posite grafts of upper lateral cartilage. 
This is especially feasible in the long 
nose, since in the process of reducing 
the length of the nose, an excess of up- 
per lateral cartilage is present. A fairly 
large graft of upper lateral cartilage 
with mucosa attached may be removed 
from each side. The edges of the per- 
foration are freshened and the upper 
lateral cartilage applied to each side. A 
few sutures are placed to anchor the 
cartilage into position. If the grafts are 
not large enough to cover the perfora- 
tion, two grafts are placed, one above 
the other, to close one side of the de- 
fect. A thin section of septal cartilage 
is then applied along the other side, in 
contact with the cartilaginous surface to 
which a buccal mucosal graft has been 
sutured. This results in a closure which 
has the following layers: (1) buccal 
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FIG. 6—Small protruding ear with short helix. The formation of a new anthelix is insufficient to 
set the ear back. It is necessary to free the helix from its attachment to mobilize the upper pole. The 
defect is filled with a composite graft from the opposite ear. Method of obtaining graft is illustrated 


in figure 7. 


mucosa, (2) septal cartilage, and (3) the 
sections of upper lateral cartilage. In 
the case of a nose which was shortened 
by removal of a wedge of the anterior 
part of the septum, the skin mucosal 
surface with attached septal cartilage 
was used to supplement the upper lateral 
cartilage to close the perforation. The 
nose is packed with no. 9 pink base 
plate wax and Aureomycin gauze for 
one week. 


When insufficient upper lateral car- 
tilage is available, a composite graft 
from the posterior surface of the auricle 
may be utilized. The skin and cartilage 
graft is applied to one side of the per- 
foration, and a thin skin graft or:a buc- 
cal graft is applied to the opposite sur- 
face. Two septal perforations with re- 
current epistaxis from the edges were 
closed in this fashion. The perforations 
were not over 2 cm. in diameter. A sec-- 
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tion of skin and underlying cartilage is 
dissected as one unit from the posterior 
surface of the ear in the conchal region. 
The skin extending beyond the cartilage 


} 


into the perforation. The skin margins 
are left slightly longer than the perforat- 
ed area so a through-and-through suture 
may be used to anchor the graft to the 


4----Skin only 


_ Cartilage 
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and skin 


and skin 


Skin only ------ 


FIG. 7—-Method for removal of a composite graft from the ear without distorting the helix or 


is thinned. Another section of skin is 
removed from the area just above the 
composite graft. This skin is trimmed 
of all fat and connective tissue and unit- 
ed to the composite graft with a catgut 
suture. This complete composite graft 
of skin, cartilage and skin is inserted 


anterior surface of the ear. Dissection of skin and cartilage from the posterior surface of the auricle. 


denuded cartilage around the perfora- 
tion. Three or four sutures are inserted. 
The area is packed with no. 9 base plate 
wax and Aureomycin gauze, and an ex- 
ternal splint of dental compound is ap- 
plied. The packing and splint are un- 
disturbed for eight days. 
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FIG. 8—The section of skin is larger than the area incorporating skin and cartilage. Skin folded 
under cartilage and held in position with a suture. 


CONCLUSION 


The composite graft is a_ versatile 
graft which heals in position by a rapid 
anastomosis of blood vessels by the in- 
osculation method. 


The prime application of the com- 
posite graft is in the correction of alar 
rim defects. In properly selected cases it 
allows the most satisfactory result for 
reproducing the alar rim. It is an un- 
complicated and economical procedure. 


These grafts are also useful in the re- 
pair of ear defects, in replacing skin and 
cartilage defects of areas in the lower 
one third of the nose above the alar rim, 
in lowering the alar rim and replacing 
the resultant defect, in reconstructing 
partial losses of the columella, and in 
repairing septal perforations. 


A method of removing composite 
grafts without distortion of the auricle 
is described. 
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SKIN FLAPS IN RECONSTRUCTION OF HEAD AND NECK, 


FOLLOWING EXCISION OF MALIGNANT LESIONS 


G. KENNETH Lewis, M.D. 
CHICAGO, ILLINOIS 


RECONSTRUCTION of defects of the 
face and neck after treatment of malig- 
nant lesions is a vital part of tumor sur- 
gery. Its importance from the stand- 
point of restoration of function, appear- 
ance, and rehabilitation of the patient 
has increased considerably in recent 
years. This is explainable first by the 
fact that the survival time of cancer pa- 
tients has been lengthened. This, in 
turn, is due to adequate surgical removal 
of malignant tumors and lesions, made 
possible by improved surgical tech- 
niques, anesthesia, blood bank facilities, 
antibiotics, and most significantly, by in- 
creased education of the public regard- 
ing early care of suspected and/or in- 
tractable growths. 


For these reasons, reconstruction 
must be aimed at re-establishment of 
function, restoration of appearance as 
to contour and color of the face and 
neck, and return of the patient to a nor- 
mal, or nearly normal, life as earlv as 
possible. This is often essential for eco- 
nomic reasons, and surely for its psy- 
chologic and social implications. 


In the present discussion, I will de- 
scribe some of the means of reconstruc- 
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tion of the head and neck after excisional 
surgery for malignant lesions. Tissue 
transplantation, present various types of 
skin flaps and grafts, and other meas- 
ures applicable to repair of tissue loss 
will be discussed. 


HISTORY 


The art of tissue transplantation using 
skin flaps and grafts probably originated 
in Egypt and India in the early part of 
the Christian era as the earliest Egyp- 
tian and Indian records describe these 
reconstructive procedures. In those ear- 
ly periods, reconstructive surgery was 
mainly concerned with loss of the nose 
due to war, punitive amputations, and 
ravages of irate husbands. The ancient 
Hindu potters of that period used the 
pedicled flap from the forehead and 
grafts from the gluteal region for these 
reconstructions. The art then spread to 
Persia, Arabia, and Greece, and thence 
to Italy. 


Later, in Rome, Celsus, who lived 
from 53 B.c. to 7 A.D., believed that all 
living tissues could be transplanted and 
could live and thrive in their new loca- 
tion. Galen, who lived between 130 and 
210 A.v., represented the Hippocratic 
school and gave instructions on the re- 
pair of defects of ears, nose, and mouth. 
He recommended removal of all scar tis- 
sue and approximation of wound edges 
by suture or plaster. After his death, 
there was little or no progress in recon- 
structive surgery until the fifteenth cen- 
tury. At this time, tissue transplantation, 
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using skin flaps, was resumed in Europe. 
For example, in 1442, Branca reintro- 
duced the Indian method of tissue trans- 
plantation, and used skin from adjacent 
areas of cheeks or forehead for facial 
reconstruction. His son Antonius, at- 
tempting to prevent further disfigure- 
ment of the face, used the arm to supply 
the necessary tissues. However, credit 
for this was given to Tagliacozzi of 
Bologna, who is reported to have used 
pedicled tissue from the arm, and this 
technique is known as the Italian meth- 


The intervening period between the 
fifteenth and early nineteenth centuries 
throughout Europe, Asia, and the United 
States was also interesting, as the art of 
plastic reconstruction developed, 
though inconstantly. Then during the 
first half of the nineteenth century, 
Carpue,® an English surgeon, reintro- 
duced the method of Branca and Tag- 
liacozzi, and great strides were made in 
evolving principles and operative proce- 
dures. 


During the Civil War in this coun- 
try, less than 40 plastic operations were 
reported by the North and South. 
Stark*’ stated that although resorted to 
infrequently during this period, these 
procedures were multistaged transplan- 
tations for total facial reconstruction. 
Gibson,’’ performed several plastic 
operations while serving in the Con- 
federate Army. Those reported were 
operations to reconstruct the lower lip 
after excision of carcinoma. He used 
the “‘glissement” or “sliding” operation, 
believed to be of French origin. 


However, the middle of the nineteenth 
century witnessed some of the greatest 
advances in technique and many new 
concepts regarding transplantation of 
skin and other tissues. Some of these 
will be discussed subsequently. In 1884, 
Maas” pointed out that a skin flap which 
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carries its own blood supply is resistant 
to infection, is movable because of the 
pad of subcutaneous fat, and may be 
used as a vehicle to carry other tissues. 
Later, World War I awakened a general 
interest in the subject of skin flaps and 
grafts, and standardized and improved 
operative procedures were accomplished 
in the repair of facial wounds. 


TISSUE TRANSPLANTATION 


The most consistent results in tissue 
transplantation are obtained in freshly 
cut living tissues, particularly those au- 
togenous in nature. When extensive re- 
construction is necessary, tissue trans- 
plantation of pedunculated flaps or free 
grafts is usually required, and some- 
times a combination of these. The skin 
flap and the skin graft may be easily dis- 
tinguished. The skin flap is a mass of 
living tissue made up of a whole thick- 
ness of skin, with as much subcutaneous 
tissue as required, which is attached at 
some point on its periphery by means of 
a pedicle, through which it receives a 
blood supply after transplantation. On 
the other hand, a graft, while also a mass 
of living tissue, is completely detached 
from its original site and must receive 
its blood supply from the new area in 
which it is implanted. Excessive pigmen- 
tation seldom occurs in a transplanted 
flap, and for this reason flaps are pre- 
ferred for use on the face or other ex- 
posed positions, rather than grafts, in 
which pigmentation often occurs. 


There are some features of the flap 
which might be considered unfavorable. 
One is the necessity for staged proce- 
dures, usually about three, extending 
over a somewhat lengthy period. How- 
ever, this time element may be shortened 
by preparation of the flap several weeks 
beforehand when feasible. Moreover, a 
flap taken from a donor site in the vi- 
cinity of the defect will leave an addi- 
tional scar which must be covered care- 
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fully to avoid disfigurement. However, 
the advantages of the flap over the graft 
far outweigh its disadvantages especial- 
ly in repair of defects of the face and 
neck. 


Flaps may be simple pedunculated, 
composed of skin and some subcutaneous 
tissue; compound, carrying with them 
skin, subcutaneous tissue and some other 
tissue such as bone or cartilage ; or lined 
(double-faced), covered with epithelium 
to be used where a defect requires a cov- 
er and lining simultaneously, as might 
be necessary in repair of full-thickness 
loss of nose, lips, cheeks and eyelids. 


The lined flap forms the inner lining 
of the pedunculated flap, and there are 
several methods of lining this flap. One 
is by folding the flap upon itself, raw 
surface to raw surface, as outlined by 
Czerny.!’ Another method consists of 
cutting two flaps from contiguous areas 
and approximating their wound sur- 
faces. When circulation has been estab- 
lished, the pedicle of one flap is divided ; 
later, the double-faced flap is placed in 
the defect on the other remaining pedicle. 
However, these methods often result in 
flaps which are thick, unwieldy, and dif- 
ficult to shape. A satisfactory technique 
for lining is to cover the undersurface 
of a flap with a split-skin or full-thick- 
ness graft prior to placing the flap into 
the defect. The flap is raised temporarily 
and covered by the graft, raw surface 
to raw surface. It is then sutured back in 
place and a pressure dressing is applied. 
Two or three weeks later, the flap is 
again raised, carrying the skin graft 
on its undersurface. The size of the flap 
may prevent approximation of the donor 
area directly. If so, the area can be re- 
surfaced when the flap is lined. 


A flap may be transplanted at once 
after being raised or transference may 
be delayed to stimulate the development 
of a blood supply sufficient to support it 
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in its new bed. Transfer may also be by 
successive migration from donor area to 
recipient area. 


Choice of Donor Site 


Obtaining tissue for transplantation in 
reconstruction of defects of the face 
and neck presents some problems, be- 
cause tissue for these particular exposed 
areas must meet many important cri- 
teria: (1) good quality of the tissue; 
(2) adequate surface area to cover the 
defect; (3) thickness of tissue which 
will assure an adequate blood sup- 
ply ;* (4) skin of sufficient thickness 
to allow for additional transplantation 
of bone or cartilage grafts, as is often 
necessary to build and maintain contour ; 
(5) skin with color, texture, thickness 
and degree of hairiness which will blend 
with the recipient area. Hairbearing 
flaps may be a source of embarrassment 
to a patient if placed in a non-hairbear- 
ing area. No entirely satisfactory method 
of epilation in such cases has been de- 
vised. Therefore, consideration of the 
functional and esthetic demands is neces- 
sary when obtaining tissue for defects 
of the face and neck. For this reason, 
flaps from the immediate vicinity will 
offer a more pleasing appearance, and 
adapt themselves more readily to the 
functional requirements. 


In extensive defects of the face and 
neck, such as those encountered in mas- 
sive excisions for carcinoma, large sur- 
face areas must sometimes be covered. 
Understandably, such an amount of tis- 
sue for repair is unavailable from adja- 
cent areas. Therefore, these large seg- 
ments of tissue for transplantation must 
often be procured from distant parts 
with sufficient relaxed skin, provided it 
is sound, has a good blood supply, and 
all of the aforementioned attributes. The 


*If possible, a site with a main artery for nutrition 
of the flap should be selected, although venous return 
must be considered. 
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most frequently used of the distant do- 
nor sites are the abdominal wall, chest, 
back, thigh, and axilla. Tissue which has 
been treated by irradiation is to be avoid- 
ed because of its low vitality. 


For these reasons, in planning a re- 
pair, the number of stages and amount 
of tissue needed should be calculated 
and a general plan of repair worked out 
before the flap is cut. If the defect is 
bilateral, a plaster cast of the deformity 
and surrounding tissue, with the defect 
built up in clay, will give the most ac- 
curate measurements. In unilateral de- 
fects, however, the opposite side may 
be used for the model and to obtain the 
necessary measurements. In this respect, 
a photograph of the patient made prior 
to the defect may serve as a guide in 
cutting the flap. A pattern of the lost 
part or tissue is then made of some flex- 
ible material, such as lead foil, which can 
be sterilized. 


Anesthesia 


Reconstructive operations on the head 
and neck are performed under local an- 
esthesia, nerve block, general anesthesia, 
or a combination of the various types, as 
indicated by existing conditions and site 
of the operation. In most instances the 
author prefers to use inhalation endo- 
tracheal anesthesia in operations about 
the head and neck. It is the least compli- 
cated and facilitates maintenance of an 
adequate airway. The endotracheal tube, 
with its complete occlusion of the phar- 
ynx, prevents aspiration of blood and 
septic material into the lungs and af- 
fords the maximum of safety for the 
patient and convenience for the opera- 
tor. Furthermore, it makes it possible to 
station the anesthetist and the anes- 
thesia apparatus away from the operative 
field. In reconstructive surgery, particu- 
larly of the facial and neck regions, a 
skilled anesthetist, accustomed to this 
type of surgery, is essential to the wel- 
fare of the patient and to the efficiency 


SKIN FLAPS IN HEAD AND NECK RECONSTRUCTION 


663 


of the operator. He must be sufficiently 
skillful to stay out of the operative field, 
and he must be versed in endotracheal 
anesthesia if this type of an anesthetic 
is to be employed. 


Nerve block is superior to infiltration 
because of the tendency of infiltration to 
lower the resistance of the tissues. Local 
anesthesia is contraindicated in children. 
Nerve block or local anesthesia is defi- 
nitely indicated in some patients; in 
others, general anesthesia consisting of 
pentothal sodium is employed for induc- 
tion, and anesthesia is maintained with 
nitrous oxide, oxygen, and ether, sup- 
plemented by procaine (0.5 per cent), 
and Adrenalin (4 gtt. to the ounce) for 
hemostasis. 


SPECIAL FLAPS ADAPTABLE TO 
HEAD AND NECK DEFECTS 


Tubed Flap 


The tubed flap, which has been pre- 
viously mentioned, is made by raising a 
bridge of skin and subcutaneous tissue, 
and suturing the long margins together, 
skin side out, in the form of a tube, 
which is left attached to the donor site at 
its two extremities. This type of flap is 
frequently employed when the circula- 
tion in the donor site is impaired. The 
purpose is to allow a gradual, rather 
than a sudden, reduction of the blood 
supply in order that the flap may become 
accustomed to a decreased nutrition be- 
fore being transferred to its new loca- 
tion. This process is called delaying. 


Other advantages of this flap are that 
(1) all raw surfaces are covered, limit- 
ing the hazard of bacterial invasion; 
(2) healing takes place more rapidly 
than with the open flap, and scar tissue 
formation is consequently reduced: and 
(3) excellent vascularity, facilitated by 
tubing of the flap, permits the use of 
especially large, long, and narrow flaps 
when necessary and enhances the safety 
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of transporting tissues from distant 
areas. When the flap must be cut across 
the blood supply, the tubed flap is supe- 
rior. Filatov!?2° has been credited with 
originating this flap. However Gil- 
lies?!,2223 must be credited with extend- 
ing the scope of its usefulness. 


The delayed flap must be raised in 
stages to develop a collateral circulation 
through its pedicle sufficient to maintain 
the vitality of the flap when applied to 
the defect. More steps are required in a 
flap supplied by casual blood supply of 
the region than one in which a known 
artery is incorporated. The steps carried 
out are (1) incision of one border and 
complete undermining, (2) incision of 
the second border, then (3) incision 
across the lip. These operations are 
spaced to occur after subsidence of 
edema from the preceding operation. 


Long tubed flaps have been raised 
by a procedure reported by de River.'® 
When a long tube is desired, the flap is 
raised and tubed in two or three sec- 
tions with an interval of untouched skin 
between each tube. 


Reconstruction with the use of the 
tubed flap is carried out at 21-day in- 
tervals. This consists of cutting and 
fashioning the tube, separating it from 
the donor site, and transferring it to the 
recipient bed. If an intermediate host is 
used, more stages may be necessary. 


French Flap 


The French flap, better known as the 
contiguous or sliding flap, is taken from 
an area directly adjacent to the defect. 
It is suitable for repair of defects in 
which the tissue loss cannot be covered 
and closed by approximation of the mar- 
gins, but may be closed without adding 
new tissue by undermining the adjacent 
tissue and making incisions in different 
directions. However, the flap is adapt- 
able to small defects only, and to areas 
in which tissue has sufficient laxity for 
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manipulation. It is contraindicated in 
large defects because in a large defect 
the potentiality of distortion of the sur- 
rounding areas is too great. It is also 
contraindicated in the repair of evelids 
and lips, regardless of the size of the 
defect, for even slight displacement 
around the eyelids and lips can be very 
disfiguring. However, in some cases, the 
sliding flap may be of considerable ad- 
vantage in the repair of defects on the 
neck. 


Satisfacory repair of soft tissue losses 
with the sliding flap in several cases 
after excision of basal and squamous 
cell carcinoma of the facial region was 
reported by deCholnoky.'> In his expe- 
rience, the method is a good one for re- 
pair of defects measuring up to eight 
centimeters and he reported that no 
complications, deformities, disfigure- 
ment, nerve injury, or scar contraction 
occurred in these patients in his series. 
DeCholnoky pointed out that these flaps 
are readily developed in the aged pa- 
tient, in whom the facial tissues are lax 
and more suitable for repair. 


Indian Flap 


The Indian, or rotation, flap is taken 
from tissue immediately adjacent to the 
defect and rotated into its new loca- 
tion by torsion on the pedicle. In repair 
of facial defects it is usually taken from 
the forehead. This flap is transported 
over a bridge of healthy tissue between 
the defect and the flap, and requires 
severance of the pedicle. The flap is par- 
ticularly adaptable to rhinoplastic sur- 
gery. 


Italian Flap 


The Italian, or tagliacotian, flap 
(named for Tagliacozzi) is a regional 
juxtaposition flap taken from an area 
distant from the defect. This type of 
flap is used when tissues in the area 
adjacent to the defect are inadequate 
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or scarred, or in facial defects in which 
a secondary defect in an exposed area 
would be objectionable. The flap is car- 
ried to the defect by posture and fixed 
in position by a plaster cast or by other 
means until circulation in the flap has 
become established. There are some dis- 
advantages to this method for repair of 
tissue loss in the face or in other exposed 
regions: (1) the transplanted tissue 
does not match the tissue surrounding 
the defect; (2) posture is necessary for 
approximation, for instance, an arm 
must be held to the region of the head 
for some time, and the result is often 
extreme discomfort to the patient. 


Miscellaneous Flaps 


Numerous other types of flaps of 
various tissues, including fat, muscle, 
mucous membrane and fascia, can be 
employed according to the indications. 
In the repair of small defects in contour 
of the frontal region of the head, a 
contiguous flap of muscle or fat may be 
employed, followed by undermining the 
overlying skin and approximation with 
interrupted sutures. It should be pointed 
out here that although muscle per se 
should not, as a rule, be included in a 
skin flap because of the potentiality of 
conversion of its nerve supply into fi- 
brous tissue, which may impair the vi- 
ability of the flap, it must be incorporat- 
ed in reconstruction of the facial region. 
This is because the muscles in the face 
are inserted directly into the skin. 


Innervation of Flaps 


In time, sensations usually completely 
return transplanted pedunculated 
flaps. It was found by Davis and Kit- 
lowski' that the age of a flap is not a 
factor in regeneration of nerves and 
that the source did not influence the time 
or rate of appearance of the sensations. 
They found that pain appeared first 
and advanced first. It began to be felt 
after one month and advanced at the 
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rate of one centimeter per month. The 
sensations of heat and cold appeared a 
few weeks after pain and before touch. 
Pure sensory nerves obtained sensation 
earlier than the so-called mixed nerves. 
In cases in which the innervation was 
from both sensory and mixed nerves, as 
on hands and feet, they found that the 
side of the sensory innervation showed 
greater advance of sensation than the 
side on which mixed nerves were pres- 
ent. Sensations enter from the periphery 
and advance from the margins. 


BONE GRAFTS 


Bone grafts are often a vital necessity 
in the reconstruction of deformities 
caused by bone loss from disease or as 
a sequel to excisional surgery for cor- 
rection of a disease process such as a 
malignant lesion. The use of bone for 
repair of head defects was first reported 
in 1600 by Fallopius.'® Early in the 
nineteenth century this element for re- 
pair was used by Merrem** in grafting 
experiments on animals. It was then 
applied to man by Von Walther*? and 
was later studied and obtained from dif- 
ferent parts of the bony structure of 
the body and transplanted with varying 
techniques by Koenig,?” Keen,2° Phemis- 
Secard, Dambrin and Roger,** 
MacCollum,*! and others. Today, it is 
an accepted and important prerequisite 
to modern plastic reconstruction. 


The use of cancellous bone grafts was 
investigated and recommended by many 
authors including Mowlem,*° Converse, 
Clark and Guidi," Clarkson, Wilson and 
Laurie,’? Blocker and Weiss,* Soderberg 
and Mulvey,4© and Macomber.*? I have 
used it successfully for definitive re- 


construction and restoration of bone 
loss in bony cavities, large facial defects, 
rhinoplasty (including restoration of 
nasal framework), depression of the 
infraorbital bone, anterior wall of the 
frontal sinus, loss of the frontal bone 
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and supraorbital ridge, and contour de- 
formities and other bone loss of the 
mandible. 


In a previous article,?8 I discussed 
cancellous bone. The technique for ob- 
taining, fashioning and implanting this 
autogenous material was described and 
cancellous bone was recommended for 
restoration of bone loss, particularly in 
the repair of head and neck defects, be- 
cause (1) sufficient cancellous bone is 
usually available, (2) there is a certainty 
of growth, (3) the ultimate cosmetic, 
anatomic, and physiologic results are 
excellent, (4) the foreign body reaction 
of allopathic materials is absent, and 
(5) in rhinoplasty the disadvantage of 
twisting cartilage is absent. Furthermore 
radiography shows that cancellous bone 
acquires a fibrous cover and cortical 
bone in a period of approximately twen- 
ty-four months. 


In my experience, the autogenous ma- 
terials, such as bone or cartilage, are to 
be preferred to alloplastic materials, 
such as the acrylics and polyethylene. In 
fact, I concur with Converse’ that in 
bony defects of the facial region, bone 
per se is found superior even to au- 
togenous cartilage, as well as to pre- 
served homogenous cartilage. 


The success of bone grafting is de- 
pendent in part upon good vascularity 
of the graft, a recipient bed capable of 
furnishing an adequate blood supply to 
the bone graft, and adequate contact of 
the graft with adjacent bone stripped of 
its periosteum for assurance of perma- 
nency and consolidation. The most fre- 
quent sources of bone for grafts are 
ilium, rib, tibia, fibula, and scapula. I 
prefer the ilium as a source of cancellous 
bone because its spongy character en- 
hances its blood supply and because it 
is easy to cut this type of bone in the 
desired size and shape. Iliac bone grafts 
are especially applicable in repair of the 
mandibular framework. However, it is 
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not feasible to use bone from this area 
to repair bone defects in children be- 
cause of its cartilaginous nature. 


Converse pointed out that in bone 
grafting of the facial area, relatively 
small quantities of bone are required. 
Such bone is usually available from the 
ilium in sufficient quantities. Converse 
noted that patients requiring reconstruc- 
tion of facial deformities do not, as a 
rule, object to removal of iliac bone. 


GENERAL CONSIDERATIONS IN REPAIR OF 
HEAD AND NECK DEFECTS 


Upper Portion of Face 
Frontal Region 


In repair of deformities of the soft 
tissues of the forehead, the normal posi- 
tion of the eyebrow and of the hairline 
must be maintained because even a slight 
irregularity is conspicuous. In recon- 
struction in this region it should be 
borne in mind that linear scars mature 
and become inconspicuous, but tongue- 
shaped scars result in considerable puck- 
ering. When a large percentage of fore- 
head skin has been lost, a free thick- 
split or full-thickness graft provides an 
excellent repair. In extensive destruc- 
tion, however, transposition of local 


flaps may be required. 


The loss of an eyebrow is a very 
obvious defect. The eyebrow lies over 
loose connective tissue and is easily dis- 
torted. When an eyebrow is lost, it can 
be replaced by a free graft from the 
scalp or pubic region. In restoration of 
an eyebrow, the opposite eyebrow serves 
as a model; if both require restoration, 
they are placed just above the supra- 
orbital ridge. 


Orbital Region 


Deformities involving the region of 
the orbit may involve the eyelids, the 
bones of the orbit, or the eyeball itself. 
Eyelid deformities may be caused by 
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contracture, malposition, or tissue de- 
struction from disease, and these de- 
formities may involve varying amounts 
of tissue loss. Therefore, repair of eye- 
lids following tissue loss often entails 
the use of skin, muscle for support, 
fascia, fibrous tissue, and a lining mem- 
brane. 


Skin replacement can be accomplished 
by the use of full-thickness or thin razor 
skin grafts, or by flaps. The selection de- 
pends upon the nature and location of 
the tissue loss and the condition of the 
base of the defect. Although grafts are 
preferred for eyelid reconstruction, the 
use of flaps is necessary when the base 
of the defect is not healthy or when the 
defect is so deep that sufficient thickness 
cannot be furnished by skin alone. Be- 
cause of the weight and thickness of 
flaps for repair of the eyelid, particu- 
larly the upper lid, the subcutaneous 
tissue in the free end of the flap must 
often be limited and the pedicle narrow, 
thus decreasing the viability of the flap. 
Therefore, the graft should be taken 
from an area which will furnish it with 
a blood vessel. Transplantation of such 
a flap should be performed as rapidly 
and with as little rotation and trauma as 
possible. In reconstruction of eyelids, 
scar tissue is excised until it is possible 
for the lids to fall into apposition. Su- 
tures are made horizontally, if feasible. 


After enucleation of the eyeball and 
removal of soft tissue, considerable con- 
traction of the eye socket takes place 
unless some support is placed in the 
cavity. To replace the socket, the scar is 
removed and a free thick-split graft is 
placed on a stent mold. 


Occasionally a patient is seen with 
loss either of an infraorbital rim of 
bone or of the bony floor of the orbit. 
The eye tends to drop downward in such 
cases. These defects may be repaired by 
the insertion of bone or cartilage through 
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a small incision near the outer canthus 
of the eye. 


The Auricle 


Repair of defects of the auricle in the 
form of partial or complete loss result- 
ing from a malignant neoplasm, or from 
surgical removal is one of the more dif- 
ficult reconstructive procedures of such 
a neoplasm. Part of the difficulty lies in 
(1) the lack of suitable replacement ma- 
terial, because the ear cartilage is com- 
parable only to that of another ear or 
the nose, and the amount available is 
insufficient except for the smallest re- 
pairs. The natural contour, color, size, 
and projection angle of the ear are al- 
most impossible to reproduce, and sur- 
gery has heretofore proved inadequate 
in obtaining a good cosmetic result, espe- 
cially in the case of loss of two thirds 
of the ear. 


The techniques of surgical repair of 
the auricle have improved in _ recent 
years, and the results are correspond- 
ingly better. In the past, recourse was 
almost always to prosthetic ear devices 
rather than reconstructive procedures. It 
has been observed, however, that most 
patients with auricular defects today 
prefer the results obtainable with a plas- 
tic reconstruction, although it is short of 
perfection, to a prosthesis. 


In repair of skin defects of the auri- 
cle, good donor sites for skin flaps are 
the preauricular and postauricular areas, 
when satisfactory skin in that region is 
available. 


The Nose 


Loss of nasal tissue may require either 
partial or complete reconstruction of 
the nose. Recurrence of malignant le- 
sions involving the cartilage of the nose 
is encountered in a high percentage of 
patients. Therefore, excision should be 
unusually wide in such cases and if the 
septum is involved, it should be widely 
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removed. If possible, a period of one 
year should elapse before reconstruction 
is undertaken. 


When it is necessary to do a total 
rhinoplasty, a low forehead does not 
offer sufficient material for a forehead 
flap which will supply a lining and cover 
for a new nose as well as a pedicle. The 
Sickle flap was designed by New®® in 
1945 to hide the scar in the hair and to 
use the temporal artery for a blood sup- 
ply. This procedure is a valuable one for 
a partial nasal reconstruction. The flap 
is sickle-shaped, with the pedicle 4 to 5 
centimeters wide. 


Loss of tissue at the lower end of the 
nose may be repaired by shifting or 
switching flaps from adjacent areas, 
such as the cheek, the columella, or the 
upper part of the nose. For repair of 
small losses of the ala, tip and columella, 
auricular cartilage covered on both sides 
with skin has been useful. 


Repair of larger defects involving one 
ala, the tip, or columella entails prin- 
ciples and factors of a similar nature. 
However, some patients are encoun- 
tered in whom there is complete loss of 
the nose. In 1955, Blocksma and Innis° 
reported treatment of large numbers of 
patients in Pakistan, both men and wo- 
men, who had suffered nose amputa- 
tions. They stated: 

For centuries individuals in this area have 
punished women for suspected infidelity by 
amputating their noses, sometimes including 
their upper lips and, when highly angered, 
their ears as well. . . . In modern Pakistan, 
laws have been enacted to discourage such 
barbarism, but at the United Christian Hos- 


pital in Lahore we continue to see such pa- 
tients in significant numbers. 


The authors reported that the supra- 
orbital forehead flap proved the most 
simple and rapid method of repair and 
obtained the best cosmetic result. 


In the early days of rhinoplastic sur- 
gery, reconstruction was concerned only 
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with covering the nose with skin, with 
no attention to the nasal lining and sup- 
porting framework. Thus a seemingly 
successful repair of tissue loss of the 
nose was tenuous and fell short of re- 
storing normal nasal contour and profile 
projection. In the middle of the nine- 
teenth century, surgeons became cogni- 
zant of the necessity of restoring lining 
and bony support in addition to skin. 
Today, in rhinoplasty for full-thickness 
loss, we realize that skin, bony struc- 
ture and lining or mucous membrane 
must all be replaced for restoration of 
normal contour and anatomy. 


Skin repair here may be accomplished 
by skin flaps, using the Indian, the Ital- 
ian, or the French method. The Indian 
method is widely used in rhinoplasty. 
The age, physical and mental condition 
of the patient, and the amount of scar 
tissue in the defect surrounding the area 
must be considered in selecting the 
method of repair. 


Many methods of restoration of nasal 
lining have been suggested. Probably the 
most satisfactory method to date in- 
cludes grafting a split-skin or full-thick- 
ness graft to the undersurface of the 
covering flap before rotating the flap into 
the defect. In some instances the edges 
of the flap of the nose may be turned 
in to form the lining. 


Small defects near the root of the 
nose which perforate into the nasal 
cavity do not require an imner lining. 
However, a lining is necessary if a 
large perforation is present. 


Many supporting structures and tech- 
niques have been suggested for restoring 
the bony framework of the nose. Each 
has its advantages and disadvantages. A 
reconstruction which demands a cover 
and bony support simultaneously is diff- 
cult. One primary problem is to main- 
tain the supporting structure in a median 
position. When this is necessary, it 1s 
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more feasible to perform the operation 
in two stages—first restoring the cover 
and lining, and later reconstructing the 
bony framework by a transplant of bone 
into the soft tissues. 


Lower Portion of Face 
Lips 


As early as 1859, von Bruns’ reviewed 
thirty-two methods of cheiloplasty de- 
scribed by fifty-two authors. These 
methods were of two types: the flaps 
were drawn on tension from the adja- 
cent lip or cheek, or variously designed 
flaps were turned from the normal op- 
posite lip to repair a defect in the other. 
In Nelaton and Ombredanne’s “Les Au- 
toplasties,” published in 1907, there is a 
historical résume, with a bibliography of 
at least seventy-four types of chetlo- 
plasty for the repair of the lower lip.°’ 
Thirty-six of these operations were done 
by the so-called French method, t'urty- 
six by the Indian method, and two .-y the 
Italian method. 


It is hardly necessary to point out the 
obvious defects of most of the earlier 
operations, which entailed the advance- 
ment of flaps or the rotation of broad- 
pedicled flaps. They either caused too 
great tension or too much distortion of 
the surrounding tissues. Later work on 
cheiloplasties was done by Morestin,* 
who swung a double-pedicled flap from 
beneath the chin to rest in the normally 
anchored tissue, and by Grant,** who 
extended lateral incisions from the angle 
of the mouth and followed this by dis- 
section of the upper flaps, which were 
swung from the midline. 


Reconstruction of the lip may be rela- 
tively simple. In fact, the lip is so elastic 
that if a defect involves the total thick- 
ness of the lip for as much as one and 
one half centimeters of its length, it 
may be largely corrected by simply draw- 
ing the edges together. When the loss of 
total thickness of one lip has been greater 
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than one and one half centimeters but 
still not greater than one third of the 
lip, a total-thickness flap from the op- 
posite lip, when switched into the de- 
fect, will give an acceptable restoration. 
Two thirds of one lip can be repaired by 
switching a total-thickness flap from the 
opposite lip at both corners of the mouth. 


Regardless of the extent of loss, re- 
constructive procedures for the repair 
of lips must have in mind the impor- 
tance of appearance. However, restora- 
tion of function here is imperative. Ash- 
ley? called attention to a statement of 
Pierce, Klabunde, and Brobst?*!: 


The surgical aim should be to restore the 
tissues enough to prevent drooling, afford 
adequate support for mastication, yet be mo- 
bile enough to prevent interference with, and 
aid in, phonation. 


Upper Lip 


The amount of tissue necessary to 
reconstruct the upper lip is determined 
only after the scar is excised. The type 
of repair depends upon location of the 
defect and amount of tissue loss. Pref- 
erence is given to the use of local skin 
flaps, when possible. Loss of one third 
of the upper lip is usually accompanied 
by loss of portions of the nose and 
cheek. When the defect involves these 
structures, skin transposed from distant 
areas affords the best repair. An upper 
lip does not tend to sag as does a lower 
lip when the sphincter muscle cannot be 
replaced. A lining as well as a cover is 
necessary. [wo methods are available: 
(1) A tubed flap may be transferred to 
supply both a lining and a cover. (2) A 
scalp or forehead flap may be used for 
cover, 


In loss of two thirds or more of the 
upper lip, flaps from a distance are pre- 
ferable, and repair similar to that used 
in loss of one third of the lip may be 
used. However, the plan must be varied 
to conform to the existing defect. 
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In restoration of full-thickness loss 
of the upper lip, balance may be diff- 
cult to obtain if the defect is in the cen- 
ter. It may be corrected by a method de- 
scribed by Abbe! in 1898. This correc- 
tion is made by switching a total-thick- 
ness flap from the lower mid-portion of 
the lower lip to the mid-portion of the 
upper lip. This does three things: nar- 
rows the lower lip, widens the upper lip, 
and adds sufficient mucosa that a pros- 
thesis can be placed behind the upper lip 
to hold it forward. 


Lower Lip 


Repair of defects of the lower lip may 
be classified as those requiring recon- 
struction for (1) partial loss, (2) total 
loss and (3) loss of lower lip and ad- 
jacent structures. 


The lower lip was repaired by Stein‘*® 
in 1948 by rotating two small triangular 
flaps obtained from the upper lip. 
Estlander’’ in 1877 reported on his 
method of reconstruction of loss of one 
third to one half of the lower lip. To 
fill in the defect he outlined a triangular 
flap somewhat smaller than the skin de- 
fect in the lower lip. The flap was cut 
from the cheek in the area of the angle 
of the upper lip with the cheek. For 
blood supply the coronary artery was 
preserved along with a narrow strip of 
vermilion border at its inner lower bor- 
der. The artery was about one eighth 
inch from the border of the lip. The tri- 
angular flap was then turned down into 
the defect of the lower lip and sutured 
in place by both superficial and deep 
sutures. The edges of the wound were 
approximated and sutured both internal- 
ly and externally. This operation is still 
employed ; the ideal position for its use 
is a corner defect of the lower lip. How- 
ever, it can also be used when the defect 
is located centrally by shifting the outer 
corner of the lower lip centrally, then 
placing the upper lip flap lateral to the 
centrally shifted flap. 
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Many other early surgeons reported 
procedures for partial or total recon- 
struction of the lip. A large number of 
these surgeons described techniques by 
which flaps were transferred en bloc 
without separating the mucosa from the 
skin. In more contemporary bibliog- 
raphies, however, the reported proce- 
dures for reconstruction of the lower lip 
utilize separate flaps of skin and of mu- 
cosa. They include the methods of 
Owens,*? Pierce and O’Connor,*? 
Smith,4* Martin,*> Conway,'’ Blair, 
Moore and Byars,’ Brown,® and Kazan- 
jian.° 

In loss of two thirds or three fourths 
of the lower lip, an acceptable repair 
may be made by use of a flap from either 
side of the upper lip and adjacent cheek. 
The one fourth inch or so of lower lip 
which remains at either side of the cen- 
tral excision is thrown into the midline, 
and these remnants are sutured together 
to build the central part of the lip. On 
the other hand, the problem may be a 
difficult one when the amount of de- 
struction is sufficient to destroy a con- 
siderable amount of the full thickness 
of the lip, along with a goodly amount 
of the lower sphincter muscle. The less 
the nerve supply is interfered with the 
better, and the musculature is necessary 
and important for function. A sphincter 
muscle surrounds the buccal orifice; if 
it is cut in more than one place, a loss 
of tone results. 


A lining of skin or, preferably, one of 
mucous membrane must be provided, 
and a vermilion mucosal rim of normal 
shape is important. The lower lip will 
have to be sufficiently high to prevent 
drooling of saliva. The skin graft lining 
a skin flap often tends to contract. This 
causes the flap to roll and buckle, pro- 
ducing a thin bunched appearance. For 
this reason, when the defect is quite 
large, a skin flap is a preferable lining. 
Usually two flaps are preferred to a flap 
doubled upon itself. The lining flap may 
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be taken from the upper chest or neck, 
and the covering flap from the scalp if 
a beard is desirable. For a woman, a 
forehead flap is preferable, as the donor 
area can be covered with the patient’s 
hair. 


Complete loss of the soft tissues of 
the chin and lower lip requires two flaps 
—a lining flap without hair, and a cov- 
ering flap with hair if the patient is male, 
or free of hair if female. If male, a scalp 
flap is delayed and a flap from the neck 
is utilized. At the second operation, the 
distal end of the neck flap is used for 
lining and stitched into the defect. This 
is run about three fourths of an inch 
above the flap to be used in place of the 
vermilion border. The covering flap is 
then turned down and stitched to the 
skin edge of the defect. The pedicle of 
the lining flap is cut; one week later 
the pedicle of the covering flap is cut 
and replaced. A lip of this character is 
held on tension because there is no 
sphincter. Later, tightening may become 
necessary because of sagging. 


Cheeks 


A defect in the lining of the cheek is 
not common, but it does occur after 
excision of malignant growths. If limi- 
tation of the lower jaw is produced by 
the scar, the scar must be crosscut or 
excised and replaced by a skin graft. 
Hairy skin for lining the mouth is, of 
course, to be avoided, as the hair con- 
tinues to grow. In the more marked 
cases, with defects in the posterior angle 
of the cheek, the transfer of a flap is 
more certain to result in good function, 
because a free graft has a tendency to 
shrink in size. 


Full-thickness defects of the face 
caused by malignant lesions are com- 
paratively infrequent. However, their 
recurrence rate within a period of a year 
is relatively high. For this reason, a 
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number of anticipated reconstructions 
are often necessary. In these cases also, 
in both male and female patients, the 
lining must be nonhairy, and in the fe- 
male, a non-hair-bearing graft must be 
considered for cover as well. The mate- 
rial easiest to handle in this type of re- 
pair is a scalp or forehead flap. The use 
of two cross-lapping flaps, such as one 
from the neck and the other from the 
scalp or forehead, is a good method as 
these flaps may be prepared simultane- 
ously. In planning and placing these 
flaps, it should be borne in mind that all 
cicatricial bands must be severed and the 
inner flap must be stitched well back 
toward the angle; otherwise, correction 
of the contracture may not be obtained. 


The Neck 


As one approaches a consideration of 
defects which encroach upon the region 
of the neck, the problem of restoration 
becomes relatively simplified because of 
the looseness and abundance of the skin 
that can be used for donor flaps. For 
this reason, the lower part of the face, 
involving the area in front of or below 
the lobe of the ear and over the angle of 
the mandible, is a favorable location for 
repair. Defects over the angle of the 
mandible may be repaired successfully 
by a flap taken from behind the lobe of 
the ear. Fairly large flaps may be ob- 
tained from this region. 


Superficial Malignant Lesions 
of the Skin 


In superficial malignant lesions of the 
skin there is considered to be a minimal 
chance of recurrence. Therefore, con- 
valescence from their excision may be 
shortened if immediate repair is per- 
formed by advancing an adjacent flap 
or skin graft to the involved area. This 
is really a wide excision biopsy and the 
results are usually gratifying. 
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COM MENT 


As stated previously, more adequate 
excisional methods have been devised 
for surgical removal of neoplasms of the 
head and neck in recent years. Germane 
to this, Lewis, Snitman, and Loewy”? 
stated in a recent article: 


The problem of recurrence or persistence of 
disease is, of course, of primary concern in 
surgical management of malignant tumors. 
Adequate excision of the primary growth 
and its paths of potential lymphatic spread 
as a bloc has made considerable improvement 
in the survival results which have been ex- 
perienced. The confidence is a truly satis- 
factory reconstruction method has, in turn, 
encouraged adequate resection without undue 
concern over failure to return a presentable 
functioning patient to society. Armed with a 
successful closure method, the faith in ex- 
tensive surgery results in adequate excision. 


While the lengthened survival time of 
cancer patients has been gratifying, it is 
not enough to add years to the lives of 
these individuals. Surgical reconstruc- 
tion of postcancerous lesions must as- 
sume the role not alone of accomplish- 
ing a feat of classical surgery but of 
fulfilling a great need in the psychologic, 
social and economic rehabilitation of the 
cancer patient. 


The foregoing would seem to answer 
the question put by Snyderman*: 


What has been truly accomplished for the 
patient who has been operated on, perhaps 
cured from his cancer, but left in a state that 
the very act of living becomes an extreme 
chore for him? 


It is obvious that the earlier recon- 
structive procedures are begun for these 
patients the better for their morale. Re- 
construction may sometimes take months 
or even years to complete. Nevertheless, 
the psychologic effect upon the patient 
is great when he knows that restoration 
is progressing. Serial photographs or 
drawings of the head and neck are most 
essential for it is thus possible for the 
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surgeon and the patient to keep in mind 
the progress and changes which have 
taken place during a series of recon- 
structive operations. 


However, it is in the care of malig- 
nant lesions that the selection of the time 
for restorative procedures requires a 
very definite nicety of judgment. The 
first factor is total obliteration of the 
lesion. When one is assured, as far as 
possible, that the lesion is eradicated by 
the primary excision, and that the con- 
dition of the patient warrants it, re- 
construction may be started. However, 
if economic and social conditions permit, 
a period of six months to a year is ad- 
visable before reconstruction is contem- 


plated. 


The principle of tissue shifting and 
the use of flaps must be understood in 
the reconstruction of defects of the head 
and neck after tissue loss following 
treatment of malignant lesions. The his- 
tory in these cases is usually definite ; 
the etiologic factor is not ambiguous 
and can be pointed out with consider- 
able accuracy because the defect can be 
seen. When reconstruction of a defini- 
tive nature is contemplated, the condi- 
tion of the patient, the condition of the 
tissues, and the prognosis are the bases 
for the determination of type and extent 
of treatment. Furthermore, choice of 
transfer of tissue from the immediate 
vicinity of the defect or from a distance 
is also influenced by these factors. 


In individuals of advanced age or 
those in poor health, when recurrence 
of a malignant process may be expected 
with some certainty, or when head or 
neck defects are such that reparative 
operations are impossible, a prosthesis 
may be the solution, and may add some 
degree of comfort to the patient. 


The author has attempted to discuss 
the importance of skin flaps for restora- 
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tion of tissue loss of the head and neck 
after excisional surgery for removal of 
neoplasms. He has also presented some 
considerations referable to each particu- 
lar portion of these areas. However, be- 
cause of the vast number and types of 
techniques now used for obtaining tis- 
sue for transplantation, fashioning of 
flaps, and their modes of transfer and 
placement, the reader is referred to the 
many articles in the bibliography which 
cover these techniques fully. 


SUMMARY 


Tissue transplantation in the restora- 
tion of tissue loss after surgical excision 
of malignant lesions of the head and 
neck is discussed. The use and adapt- 
ability of skin flaps for reconstructive 
operations in these areas is described. 


Descriptions of various types of flaps 
and methods of their transplantation are 
presented. 


Optimum timing for reconstructive 
procedures after surgical excision of 
malignant growths is discussed, and fac- 
tors to be considered in such timing are 
emphasized. 


Importance of serial photographs or 
drawings is stressed, to enable observa- 
tion of progress and changes taking 
place during a series of reconstructive 
operations. 


The current trend toward adequate 
surgical excision of malignant lesions 
lengthens the survival time of cancer 
patients and is pointed up as enlarging 
the role of reconstructive surgery in 
restoration of function and appearance 
and the psychologic rehabilitation of 
these patients. 
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BLOWOUT FRACTURE OF THE FLOOR OF THE ORBIT 


Joun Marguts Converse, M.D. 
Byron M.D. 
NEW YORK, NEW YORK 


THE purpose of this paper is to de- 
scribe a condition which we designate 
as “blowout fracture” of the floor of 
the orbit. This type of fracture is 
caused by a sudden increase of intra- 
orbital pressure resulting from the appli- 
cation of a traumatic force to the soft 
tissues of the orbital area. Diplopia re- 
sults from a vertical muscle imbalance 
caused by the herniation of the inferior 
rectus and inferior oblique muscles 
through a dehiscence in the orbital floor. 
The escape of orbital fat through the 
blowout dehiscence is the major cause 
of enophthalmos. The blowout fracture 
occurs more frequently than we general- 
ly assume, and it is often overlooked by 
plastic surgeons and ophthalmologists. 


MECHANISM OF PRODUCTION 


It will be recalled that the floor of the 
orbit, in its posterior half, has an area 
of thin bone situated immediately ante- 
riorly to the inferior orbital fissure (fig. 
1). This area is further weakened by the 
infraorbital groove or canal. This weak 
area of the orbital floor can be demon- 
strated by transillumination of the dried 


skull (fig. 2). 


From the Institute of Reconstructive Plastic Surgery, 
New York University Medical Center and the Plastic 
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Sixty-Fourth Annual Session of the American 
Academy of Ophthalmology and Otolaryngology, 
Oct. 11-16, 1959, Chicago. 
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The orbit as seen on cross section is 
cone-shaped. The floor of the orbit ex- 
tends backward and upward on an in- 
clined plane and the thin portion of the 
floor is situated in the posterior portion 
of the inclined plane (fig. 3). When the 
orbital contents are pushed backward, 
they must be made to fit into a smaller 
area, and the increased internal pressure 
thus exerted causes a “blowout” at the 
weak area of the orbital floor (fig. 4). 


In its most typical form the blowout 
fracture occurs, without fracture of the 
thick orbital rim, following the applica- 
tion of a traumatizing force over the or- 
bital contents by a nonpenetrating ob- 
ject such as a large ball or the human 
fist. The ocular globe appears to be 
capable of withstanding considerable 
compression without rupturing. Injuries 
due to a smaller ball, such as a golf ball, 
usually produce a rupture of the ocular 


globe. 


In another form, the blowout frac- 
ture occurs in conjunction with com- 
minution of the bones of the orbital rim, 
principally of the lateral and inferior 
rim which is formed by the zygomatic 
and maxillary bones. After fracturing 
the bones, the striking force continues 
in its progression backward, causing 
pressure on the orbital soft tissue struc- 
tures and thus producing a concomitant 
blowout fracture. This type of fracture 
is typical of the injury caused by strik- 
ing the dashboard in an automobile 
crash. 
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Lacrimal Fosso 


Lacrimal Frontal 
Sphenoid 
Zygoma 
Frontal 
Maxilla 
{thin orbital process) Maxilia 
infra-orbitol 
Groove 
Zygoma 
Orbital Process of 
Zygomo 
Infro-orbital 


FIG. 1—The shaded area in the right orbital floor designates the weak area, the thin portion of the 
floor of the orbit. 


FIG. 2—Photograph of transilluminated dried skull. The area of thin bone (indicated by the arrow) 
is flanked by the inferior orbital fissure posterolaterally, and the lacrimal groove anteromedially. 
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FIG. 3—Diagram illustrating the orbital contents dis- 
placed posteriorly into the cone-shaped orbital cavity. 
Increased intraorbital pressure produces a blowout 
fracture in the weak portion of the floor. 


The mechanism of production of the 
blowout fracture of the orbital floor was 
reproduced experimentally and verified 
in the cadaver by duplicating a force 
similar to that which had produced a 
blowout fracture in one of our patients 
who had been hit by a ball used in the 
Irish game of hurling. The hypotony 
of the cadaver globe was corrected by 
intraocular injection of normal saline 
solution. A hurling ball was placed over 
the closed lids of the cadaver orbit and 
the ball was struck sharply with a ham- 
mer. A cracking sound was heard and 
was interpreted as having been caused 
by fracturing bone. An exploratory in- 
cision through the skin at the infra- 
orbital margin, and elevation of the or- 
bital contents from the floor, exposed a 
depressed comminuted fracture of the 
fioor of the orbit (fig. 4). Exenteration 
of the orbital contents exposed the frac- 
ture in its entirety. There was also a 
comminuted fracture without displace- 
ment involving the lamina papyracea of 
the ethmoid bone. No fracture of the 
orbital rim or zygomatic arch was ob- 
served. This duplicated almost exactly 
the injury sustained by our patient. 


In a second experiment, the opposite 
orbit of the cadaver was exenterated. 
The soft tissue covering the orbital rim 
was excised to allow direct contact of 
the bony orbital rim with the surface of 
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the hurling ball. Repeated blows of simi- 
lar force with the hammer failed to frac- 
ture either the floor or the rim of the 
orbit. However, when the striking force 
was sufficiently increased, the orbital 
rim and orbital floor were comminuted 
simultaneously. 


As a result of the blowout of the floor 
of the orbit, the soft tissue contents of 
the orbit, including the inferior rectus 
and inferior oblique muscles and Ten- 
on’s capsule, may herniate through the 
hole in the orbital floor into the maxil- 
lary sinus and become incarcerated. 
There is a varying amount of reaction 
and hemorrhage depending upon the ex- 
tent of the damage. If the periorbita is 
torn, orbital fat escapes into the maxil- 
lary sinus. Since the action of the infe- 
rior oblique is elevation, abduction and 
extorsion, and that of the inferior rectus, 
depression and adduction, it can readily 
be concluded that extorsion will be re- 
stricted while elevation, depression, ab- 
duction and adduction may all be limited 
to a variable amount. The involvement 
of these two extraocular muscles, infe- 
rior rectus and inferior oblique, ex- 
plains the consistency of vertical muscle 
imbalance which has been noted by us 
and by others who have studied trau- 
matic diplopia.'+-> 


The most common site of the blowout 
fracture of the orbital floor is the por- 
tion of the floor which is weakened by 
the infraorbital canal or groove. The in- 
ferior oblique muscle arises from the 
orbital floor near the lateral margin of 
the lacrimal groove, and the inferior 
rectus muscle is situated immediately 
above the infraorbital canal on the un- 
dersurface of the orbital contents (fig. 
5, top). It is easy to understand, there- 
fore, that these two muscles are fre- 
quently involved in the blowout fracture. 
Absence of elasticity in the impounded 
inferior rectus muscle restricts rotation 
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FIG. 4—External pressure forcing a blowout fracture of the orbital floor with incarceration 
of the inferior oblique and inferior rectus muscles. (B. Smith and W. F. Regan, Jr., Am. J. 


Ophtth. 44:733, 1957) 


in the field of action of its antagonist, 
the superior rectus. Because the two 
muscles are intimately fused at the point 
where the inferior oblique crosses be- 
neath the inferior rectus, disturbance of 
function of the inferior oblique muscle 
is usually observed in blowout frac- 
tures. When the fracture is located lat- 
erally to the infraorbital groove or ca- 
nal, the inferior rectus and inferior ob- 
lique muscles may not be involved. These 


variations in the site of the blowout frac- 
ture explain variations in symptoms and 
signs in these fractures. 


Injury to the motor nerves of the in- 
ferior oblique and inferior rectus mus- 
cles must also be considered. The infe- 
rior oblique muscle is innervated by the 
inferior division of the third cranial 
nerve, which courses along the lateral 
border of the inferior rectus muscle and 
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FIG. 5—(Top) Frontal view illustrating the position of the inferior rectus and inferior oblique 
muscles on the undersurface of the ocular globe. (Bottom) Sagittal view illustrating the position 
of the nerve to the inferior oblique muscle. This nerve may be injured in blowout fractures. 
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enters the inferior oblique in its middle 
portion (fig. 5, bottom). This nerve is 
exposed to injury in blowout fractures.* 
The relatively short course of the nerve 
to the inferior rectus renders it less 
vulnerable to injury. 


The typical blowout fracture is not 
seen in the fracture-dislocation of the 
zygomatic bone where the bone is dis- 
placed as a single fragment. In such a 
fracture the site of impact is lateral to 
the orbital cavity and the orbital con- 
tents are not directly injured. The ma- 
jority of cases of transient diplopia fol- 
lowing fracture of the zygoma studied 
by Barclay! (1958) were fracture-dislo- 
cations of the zygoma with displacement 
of the bone as a single fragment. Tran- 
sient diplopia in such fractures is usually 
attributed to hemerrhage and edema 
which disturb the visual axis by elevat- 
ing the ocular globe of the affected side. 
Barclay’s analysis of the cases in which 
diplopia persisted showed that four out 
of the thirteen patients had comminuted 
fracture of the orbital floor. A study of 
the table in which Barclay has summar- 
ized the findings shows that all of the 
thirteen patients, with the exception of 
one in which the diplopia was caused by 
a paralysis of the lateral rectus muscle, 
showed diplopia in the upper fields 
caused by a paralysis of the lateral rectus 
muscle. It is suggestive that a good pro- 
portion of these fractures might have 
been diagnosed as blowout fractures of 
the orbital floor with an incarceration of 
the inferior rectus muscle. 


CLINICAL DIAGNOSIS 


In the typical blowout fracture, the 
patient complains of diplopia particular- 
ly when he looks upward. Examination 


*A recent electromyographic study in a blowout frac- 
ture showed absence of response in the inferior 
oblique with normal response in the superior rectus 
muscle. 


shows varying degrees of ecchymosis 
and edema, and the ocular globe occa- 
sionally gives the appearance of being 
displaced backward and downward (fig. 
6, A and B). The supratarsal sulcus in 
the affected eye may be deepened. When 
an object is held approximately two 
feet away from the patient’s eye and the 
patient is asked to look at the object, it 
is noted that the affected eye is not able 
to rotate upward in the normal range as 
does the unaffected eye (fig. 6, C and 
D); restriction in rotation downward 
and laterally is also observed (fig. 6, E 
and F). In addition to the interference 
of inferior rectus function, there is in- 
ferior oblique limitation and restriction 
of elevation (fig. 6, G and H.). In a 
child, we observed nearly complete fixity 
of the globe (fig. 7). Traction applied to 
the eyeball by means of forceps shows 
that the ocular globe cannot be elevated 
with the forceps applied to the tendon 
of the inferior rectus (fig. 8). This test, 
known as the traction test, gives a means 
of differentiating contracture or adhe- 
sion of the inferior rectus from weak- 
ness or paralysis of the superior rectus, 
and it constitutes the best means of di- 
agnosis of incarceration of the inferior 
rectus and the blowout fracture syn- 
drome. 


Anesthesia or hypoesthesia in the area 
of distribution of the infraorbital nerve 
is an indication of blowout fracture in- 
volving the infraorbital groove or canal. 
This sign is useful in making a diagnosis 
when the orbital rim is not fractured 
and also assists in locating the site of 
the blowout; normal infraorbital nerve 
conduction implies that the fractured 
area is either lateral or medial to the in- 
fraorbital groove or canal. 


Roentgenographic examination usual- 
ly shows a cloudy maxillary sinus be- 
cause of hematoma. The roentgenogram 
in the Waters’ view frequently shows 
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FIG. 6—Photographs of patient with blowout fracture of the left orbit before and after surgical treatment. 


A. 
B. 


C. 


Forward gaze before operation. 


Forward gaze after release of the herniated structures and restoration of continuity of orbital floor by 
bone graft. 


Upward gaze before operation. Note the fixity of the left eye. 


After operation. Note the position of the affected eye in the upward gaze demonstrating the release of 
the incarcerated inferior rectus muscle. 
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E. Restriction of rotation downward and laterally in the affected eye, demonstrating interference with inferior 
rectus function. 


F. Restriction of rotation of the affected left eye during the early postoperative phase of healing. 


G. Preoperative restriction of elevation. 


H. Postoperative improvement in elevation. 
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FIG. 
a blowout fracture in a child demonstrated when the 
to look upward. 


7—Fixity of the right ocular globe following 
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surgeon suspicious of the presence of a 
blowout fracture. Surgical exploration 
is indicated. 


The maxillary sinus is a natural ap- 
proach to the orbital floor, as the roof 
of the maxillary sinus forms the major 
portion of the floor of the orbit. Through 
a Caldwell-Luc approach in the canine 
fossa the interior of the sinus may be 
examined. The opening should be large 
enough to allow direct inspection and 
palpation of the orbital floor. The pres- 
ence of a fracture will be confirmed 


FIG. 8—The traction test. Traction applied to the tendon of the inferior rectus muscle under anes- 
thesia demonstrates that the ocular globe cannot be rotated upward because of incarceration of the 


inferior rectus muscle in the blowout fracture. 


downward herniation of the orbital con- 
tents. A laminogram (fig. 9) may delin- 
eate more clearly the herniation due to 
blowout fracture of the orbital floor. 


Even in the absence of positive radio- 
logic signs, the presence of a sufficient 
number of the clinical signs previously 
described (in particular, the inability to 
rotate the ocular globe upward) and a 
positive traction test should make the 


when a hole is noted in the floor of the 
orbit through which orbital contents are 
herniated; in other cases, palpation re- 
veals only that the orbital floor is crepi- 
tant and soft. In severely comminuted 
fractures, the periorbita may be rup- 
tured and orbital fat may fill the maxil- 
lary sinus. Fragments of loose bone are 
also found in this type of fracture, and 
the maxillary sinus approach permits 
their removal. 
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FIG. 9—Radiologic diagnosis of blowout fracture ob- 
tained by laminography. The herniated orbital contents 
are indicated by the arrow. 


After evidence of disruption of the 
floor of the orbit is observed through 
the maxillary sinus approach, more ade- 
quate exposure of the orbital floor is 
obtained through an incision made in 
the lower eyelid. 


Blowout fractures show variations in 
type. A single fragment of the thin por- 
tion of the floor may have been pro- 
jected downward into the maxillary si- 
nus as though it had been punched out; 
in another type, the bone fragment may 
remain hinged on one of its sides, the 
detached piece hanging downward into 
the sinus. In two of our cases, comminu- 
tion of a fairly wide area of the weak 
portion of the floor of the orbit was 
noted. In this type of fracture the orbit- 
al floor sags downward with the multi- 
ple pieces of bone remaining attached by 
the periosteum. The orbital contents 
have not actually penetrated the maxil- 
lary sinus, being separated from the 
maxillary sinus by the comminuted floor, 
which hangs like a hammock into the si- 
nus. In one of these cases the zygoma 


showed comminuted fractures involving 
the orbital rim and there was also a frac- 
ture of the maxilla (Lefort IL). In one 
of our cases, examination of the floor 
of the orbit through the maxillary sinus 
failed to reveal any pathologic change, 
but the positive traction test was suff- 
cient indication for exploration of the 
floor of the orbit through the eyelid. 
This approach revealed a linear fracture 
in the weak portion of the floor of the 
orbit in which the inferior rectus had 
become incarcerated. In another case, in 
which the only sign of fracture was in- 
terference of function of the inferior 
rectus, a sharp fragment of the frac- 
tured orbital floor was found to have 
penetrated the inferior rectus muscle, 
pinning the muscle to the orbital floor. 
In the majority of cases, the weak por- 
tion shows an area of comminution with 
intact orbital floor on each side; occa- 
sionally, the entire orbital floor is com- 
minuted. 


It must be emphasized that the thin 
portion of the orbital floor is located in 
the posterior half of the orbit and that 
the presence of an intact orbital rim and 
anterior portion of the floor of the orbit 
might mislead the surgeon into believing 
that the floor is intact. 


The following history of a patient re- 
ferred to us for late reconstruction of 
the floor of the orbit is typical: 


Mrs. T. was seen January 23, 1957, three 
days after an automobile accident. There were 
extensive abrasions and lacerations about her 
right eye and cheek which had been cared for 
previously. The right side of the face was so 
markedly edematous that the ocular globe 
could not be seen. An ophthalmologist was 
already in attendance in regard to the eye. 
Roentgenograms revealed a fracture of the 
right zygoma with minimal displacement. As 
the edema subsided and the ocular globe be- 
came visible, the patient experienced some 
diplopia. The globe itself did not seem to be 
displaced, but there was impairment of func- 
tion of the extraocular muscles, particularly 
the inferior oblique and inferior rectus mus- 
cles. Consequently, the fracture site at the 
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infraorbital margin was explored February 4, 
1957, in collaboration with the ophthalmolo- 
gist. 

Operation disclosed severe comminution of 
a 1 cm. segment of the infraorbital rim, but 
the zygoma itself seemed to be in good posi- 
tion. The anterior portion of the bony floor 
of the orbit was explored and the fracture 
line was identified. The anterior floor seemed 
to be in good position and well supported. 
Several days postoperatively, early enoph- 
thalmos was noted. This continued to develop, 
with the eye dropping to a slightly lower plane 
and the diplopia becoming more pronounced. 


Reconstructive surgery to restore the floor 
of the orbit was recommended. 


We operated upon this patient recently 
(September 11, 1959) and found the typical 
lesion of the blowout fracture with hernia- 
tion of orbital contents through the fracture 
site in the weak area of the floor. The orbital 
soft tissues were freed and the bony defect 
was bridged by means of an iliac bone graft. 
Upon release of the orbital contents, the ocu- 
lar globe could be rotated upward. Prior to 
surgery, the traction test revealed restriction 
of upward rotation. 

Exposure of the floor permits a more 
direct approach to the fracture site and 
a bimanual replacement of the orbital 
contents into the orbital cavity. After 
the orbital contents have been pushed 
upward from the interior of the maxil- 
lary sinus by the surgeon’s finger, a re- 
tractor placed under the orbital contents 
maintains this elevation until the gap 
in the floor of the orbit can be closed by 
means of a bone graft. The restoration 
of the continuity of the orbital floor 
prevents a recurrence of the herniation 
of the orbital contents through the de- 
hiscence at the site of the blowout frac- 
ture. In one of our cases of blowout 
fracture with herniation of the contents 
into the maxillary sinus, which was 
treated successfully, the orbital contents 
were pushed back up into the orbit and 
were maintained in position by maxillary 
sinus packing. We feel, however, that in 
most cases the use of packing or of an 
inflatable balloon in the maxillary sinus, 
while a useful adjunct to treatment, par- 
ticularly in comminuted fractures in- 
volving the maxilla and zygoma, is not a 
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sufficiently positive method, The antral 
pack restores the level of the sagging 
floor but fails to offer any solution to 
the essential lesion, the adhesion of the 
orbital contents to the floor of the orbit; 
it is this adhesion which interferes with 
the function of the extraocular mus- 
culature. 


DISCUSSION 


The mechanism of the blowout frac- 
ture was suspected by Pfeiffer (1943), 
who found by radiologic study in a se- 
ries of 120 fractures of the orbit, that the 
floor alone was implicated in 24 cases 
without involvement of other facial 
bones. Pfeiffer pointed out the remark- 
able degree of violence that can be with- 
stood by the ocular globe itself in such 
injuries. DeVoe (1947) described a 
fracture similar to a blowout fracture in 
which a fracture of the orbital roof was 
accompanied by a splintering of the or- 
bital floor. Neely* (1947) noted the pre- 
dominance of diplopia in the upper 
fields, and Schjelderup> (1950) ex- 
pressed the opinion that most diplopias 
were caused by adhesion or pinching of 
the orbital contents in the fracture lines 
of the orbital floor. 

In correcting cases of persistent late 
diplopia by means of orbital floor bone 
grafts, with the primary intention of 
raising the orbital contents to a level 
comparable with that of the opposite 
eye, we? had noted that in many of 
the patients, dissection of the orbital 
contents from the floor was difficult, 
and that frequently the orbital contents 
were incarcerated within defects in the 
floor. We submit that the gradual dis- 
appearance of diplopia which occurred 
in these cases following bone grafting 
was essentially the result of freeing the 
incarcerated soft tissues, thus permitting 
a return of function of the extraocular 
musculature. We agree with Barclay! 
(1957) when he reminds us that double 
vision results from interference with 
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the action of one or more extrinsic mus- 
cles of the eye and that ptosis of the eye- 
ball alone is not a cause of diplopia. 


Many blowout fractures are over- 
looked because diplopia may be the only 
symptom; no other signs of fracture 
may be evident. Occasionally the di- 
plopia is compensated by a remarkable 
degree of binocular fusion even though 
displacement of the globe may be con- 
siderable. The relative difficulty of vis- 
ualization of the fracture by roentgen- 
ologic study also tends to exclude the 
diagnosis. 


Fracture of the paper-thin portion of 
the floor of the orbit occurring without 
involving the stout orbital rim or other 
bones of the face is probably a much 
more common event than is generally 
supposed. 


ENOPHTHALMOS 


In a previous publication we*> empha- 
sized the need for preventive treatment 
of traumatic enophthalmos. at- 
tributed the causation of traumatic en- 
ophthalmos to two mechanisms: (1) the 
enlargement of the orbital cavity; the 
orbital fat, being distributed in a larger 
cavity, no longer suffices to support the 
ocular globe, and (2) the escape of or- 
bital fat into the maxillary sinus. The 
prevention of enophthalmos requires 
restoration of the continuity of the floor 
of the orbit. Diagnosis of blowout frac- 
ture and restoration of the floor of the 
orbit by bone grafts will prevent 
enophthalmos. 


TREATMENT OF BLOWOUT FRACTURE 


All but one of the fifteen patients ob- 
served by the authors were operated 
upon. The one exception was an adult 
with a history of a fist blow over the 
orbital contents. Radiologic evidence 
of blowout fracture consisted of only a 
slight depression in the weak area of 
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the orbital floor. This patient showed 
no diplopia or interference with the 
movements of the ocular globe. In the 
absence of positive signs of extraocular 
musculature disturbance we abstained 
from surgical intervention. 


The remaining group of fourteen pa- 
tients varied in age from 6 to 57 years 
and showed varying degrees of muscle 
imbalance with a positive traction test. 
The orbital floor fractures of these pa- 
tients were explored surgically and 
treated either through the maxillary si- 
nus approach, or by an incision through 
the eyelid to expose the orbital floor, or 
by a combination of these two methods. 


A child, age 10 years, with diplopia 
and a positive traction test, was treated 
successfully by pushing the herniated 
orbital contents upward through the 
opening in the orbital floor and main- 
taining the hinged fragment in position 
by means of gauze packing placed in the 
maxillary sinus. 


In all other cases, surgical treatment 
consisted of exposure of the orbital 
floor through an incision in the low- 
er eyelid. The incision is made in a 
natural skin fold of the lid. The skin of 
the lid is raised from the orbicularis oculi 
fibers over a distance of a few milli- 
meters below the incision, the fibers of 
the orbicularis are split, and the rim of 
the orbital floor is exposed. Penetration 
of the septum orbitale is avoided and the 
outer surface of this fascia is followed 
down to its insertion on the rim of the 
orbit. The periosteum is incised and the 
orbital contents are raised with the peri- 
osteum from the orbital floor. The site 
of the fracture is usually indicated by 
the herniated orbital tissues. These must 
be extricated from the fractured area. 
The herniated orbital contents are 
pushed up from the maxillary sinus 
through the opening in the orbital floor. 
A retractor maintains elevation of the 
orbital tissues until the gap in the orbital 
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floor can be closed. It is noted at this 
stage that the ocular globe can be freely 
rotated upward by means of traction 
applied to the tendon of the inferior 
rectus. 


Restoration of the floor of the orbit 
after freeing the adherent soft tissues is 
indicated in order to prevent a recur- 
rence of the herniation of the orbital 
contents through the rent in the orbital 
floor. A small piece of iliac bone taken 
from the inner aspect of the bone has 
been our choice in most of the cases. In 
children, the bone graft was removed 
from the inner table of the ilium below 
the level of the cartilaginous crest. In 
two patients in whom there was a small 
defect, the anterior wall of the maxillary 
sinus in the canine fossa was employed 
to restore the continuity of the floor. In 
one case in which the major portion of 
the floor was comminuted, a large bone 
graft was used to restore the major por- 
tion of the orbital floor. We have pre- 
ferred autogenous bone because of its 
rapid consolidation in a defective area 
which communicates directly with the 
maxillary sinus. 


Relief of the vertical extraocular mus- 
cle imbalance and of diplopia in the up- 
per field was immediate in some cases; 
in others it was progressive, extending 
over a period of months.* The rapidity 
of the return of satisfactory range of 
ocular globe motility appeared to be 
somewhat dependent upon how soon af- 
ter injury treatment was instituted. The 
time interval between injury and treat- 
ment varied from a few hours to twelve 
days. The earlier the treatment, the more 
rapid the return of function. 


No appreciable enophthalmos was ob- 
served in any of the patients in the se- 
ries of 15 cases reported in this paper. 


“Detailed studies of the extraocular muscle findings 
in blowout fractures will make the subject of a later 
report. 
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SUMMARY 


The blowout fracture of the floor of 
the orbit produced by an increase of 
internal orbital pressure from external 
trauma may result in the herniation of 
the soft tissues of the orbit through the 
weak area of the orbital floor situated 
anteriorly to the inferior orbital fissure. 
The incarcerated orbital contents restrict 
the movements of the ocular globe, par- 
ticularly in upward rotation: this lesion 
is the essential cause of diplopia in frac- 
tures of the floor of the orbit. When the 
opening in the orbital floor is wide 
enough and when the periorbita is torn, 
orbital fat escapes from the orbital cav- 
ity into the maxillary sinus and enoph- 
thalmos ensues. 


Treatment of the blowout fracture of 
the floor of the orbit consists of freeing 
the herniated orbital contents in order to 
restore free movement of the ocular 
globe and of re-establishing the con- 
tinuity of the orbital floor by means of a 
bone graft. The authors describe their 
experience in the early diagnosis and 
treatment of fifteen patients with blow- 
out fracture of the floor of the orbit. 
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THE PROPER USE OF TRANQUILIZERS 
IN SURGICAL PATIENTS 


EMANUEL M. Papper, M.D. 


NEW YORK, NEW YORK 
BY INVITATION 


Tue quest for tranquility is as old as 
mankind. Prehistoric man tried many 
substances that he found growing in the 
held and in the forest and discovered 
many of the naturally occurring nar- 
cotics, euphorics, sedatives and hallucin- 
ogens long before the beginning of civi- 
lization. 


In this age of anxiety, it was natural 
that tranquilizing chemicals would be 
sought assiduously in the pharmaceutical 
laboratories. The drugs which have been 
developed reduce anxiety, nervous and 
muscular tension and acuity of aware- 
ness without producing sleep. They are 
not so powerful as the classical and well- 
known central depressants which cause 
hypnosis or narcosis. Furthermore, they 
belong to different chemical groups and 
have a site of action different from that 
of the barbiturates. Tranquilizers act 
on the hypothalamus and the central 
reticular activating system; the barbitu- 
rates, on the cerebral cortex. 


The first of the modern tranquilizers 
was really an ancient one and was redis- 
covered in 1949, when Rauwolfia ser- 
pentina was used as a potent hypoten- 
sive agent. It turned out to be an effec- 
tive tranquilizer as well. Shortly there- 
after, some antihistaminic compounds 
were also discovered to have ataraxic 
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properties, e.g., chlorpromazine. Since 
then many other groups of chemicals 
have been investigated for their tran- 
quilizing property. A simple and work- 
able classification of these drugs is sum- 
marized in table 1.° 


The American pill-consuming public 
has embraced these new compounds with 
extraordinary enthusiasm. For example, 
36 million prescriptions for tranquiliz- 
ing drugs were filled by pharmacists in 
1957.2 The tranquilizers have become 
the most significant phenomenon in new- 
er medications since the development of 
the antibiotics. The promotion of their 
sale in ethical advertising directed to the 
medical profession has also been rather 
extensive. One of the companies in its 
zeal for good taste has even dipped into 
the classics for its advertising material 
and uses this selection from Macbeth: 


Canst thou not 

Raze out the written troubles of the brain 
And with some sweet oblivious antidote 
Cleanse the stuff’d bosom of that perilous stuff 
Which weighs upon the heart? 


The consequence of the popularity of 
tranquilizing drugs is the ingestion by 
one out of seven in the population of 
one or another of these drugs. These 
data are of importance to the otolaryn- 
gologist and the ophthalmologist and also 
to other surgeons, since many patients 
who come to operation may take these 
medications for nonrelated illnesses or 
for the symptomatic relief of anxiety. 
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TABLE | 


CLASSIFICATION OF TRANQUILIZERS 
(AFTER SCHIELE AND BENSON ) 


MAJOR GENERIC NAME TRADE NAME 
Chlorpromazine Thorazine 
Promazine Sparine 
Mepazine Pacatal 
Phenothiazines Prochlorperazine Compazine 
Perphenazine Trilafon 
Triflupromazine Vesprin 
Promethazine Phenergan 
Reserpine Serpasil 
Reserpates Rescinnamine Moderil 
Deseripidine Harmony] 
MINOR 
Meprobamate Miltown 
Alkanediols Equanil 
Phenaglycodol Ultran 
Hydroxyzine Atarax 
Diphenylmethanes Benactyzine Suavitil 
Azacyclonal Frenquel 


SUMMARY OF CLINICAL PHARMACOLOGY 
OF THE TRANQUILIZERS 


It will serve a useful purpose to re- 
view briefly those properties of the tran- 
quilizers which may be of practical in- 
terest to the ophthalmologist and the 
otolaryngologist. Some commentary on 
the organization and function of those 
parts of the central nervous system con- 
cerned with behavior where these drugs 
act, is presented for background infor- 
mation. 


The subcortical structures are of most 
interest in assessing the effect of the 
tranquilizers. The hypothalamus is espe- 
cially concerned with emotional behavior 
such as anxiety, anger, fear, worry and 
pleasure. Responses to stimulation of 
certain areas in the hypothalamus simu- 
late strong emotional responses, and 
ablation of these areas causes placidity. 
The reticular activating system in the 
brain stem, midbrain and diencephalon 


exercises considerable influence on cere- 
bral cortical function. It is associated 
with the maintenance of alertness or 
the readiness to respond. These two im- 
portant structures are the chief sites of 
action of the tranquilizers. One can now 
consider the practical pharmacological 
properties of some of the tranquilizers. 


Reserpine may be given orally or 
parenterally in doses that range from a 
fraction of a milligram to several milli- 
grams. It produces tranquility with no 
change in personality and no mental con- 
fusion. There are no encephalographic 
effects, whereas barbiturates produce a 
sleep pattern. It also causes miosis, pro- 
tects against emesis, produces hypo- 
thermia, bradycardia and hypotension. 
The drug is presumed to act on the an- 
terior region of the hypothalamus. There 
is enough delay in the onset of action to 
make reserpine a poor choice for pre- 
anesthetic medication. 
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Chlorpromazine is a synthetic drug re- 
lated chemically to some of the antthis- 
taminic drugs, but it does not have this 
action. The dose range is from 50 to 
100 mg. repeated several times in 
twenty-four hours. This drug suppresses 
anxiety effectively. It also potentiates 
hypnotic drugs, ether, and alcohol. It is 
said not to potentiate analgesic agents. 
It clearly potentiates the action of the 
synthetic muscle relaxant succinylcho- 
line. The drug also is antiemetic, pro- 
duces hypotension and moderate hypo- 
thermia. Chlorpromazine exhibits strong 
blocking action against epinephrine. It 
acts on the hypothalamus, although the 
precise method of activity is not known.’ 


Meprobromate (Miltown, Equanil) 
also acts on the subcortical areas of the 
brain and produces tranquility. It ap- 
pears to produce some of its salutary ef- 
fects by relieving muscle tension.* The 
other tranquilizers have actions similar 
in kind to these oldest and probably most 
popular ones. They vary in potency, side 
effects and the prominence of certain 
actions over others from each other and 
from those prototypes described above. 


Clinical Uses 


Reserpine has been used for the treat- 
ment of hypertension. It has also been 
used for the treatment of mental illness, 
especially psychosis, and for the control 
of the anxiety of neurotics and for pa- 
tients with alcoholism and delirium tre- 
mens.* It has also been used with vary- 
ing success in patients with headache, 
particularly headache due to tension and 
to hypertension. In a review of the pub- 
lished material, Kline concluded that the 
average dose level is from 10 to 14 mg. 
per day for the ataraxic effects of reser- 
pine. These patients may be maintained 
on this drug for six weeks to four 
months, a factor of importance to those 
who become surgical patients.‘ 
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The side effects of reserpine have 
been described at considerable length. In 
summary, they are (1) tremulousness ; 
(2) hypotension; (3) drowsiness; (4) 
fatigue; (5) flushing; (6) nasal stufh- 
ness; (7) edema; (8) gastrointestinal 
symptoms; (9) extrapyramidal symp- 
toms ; (10) muscular disturbances ; (11) 
dizziness and fainting; (12) ocular 
symptoms; (13) activation of asthma; 
(14) lowered body temperature; (15) 
insomnia; (16) epistaxis and hypoten- 
sion.* These complications are said not 
to be important in a statistical sense, but 
it is apparent that they can be confused 
with certain diseases of the eye, ear, 
nose and throat and that they may have 
potentially harmful effects when anes- 
thesia is administered for the perform- 
ance of surgical procedures. For exam- 
ple, Coakley and his colleagues have 
shown that there was a significant inci- 
dence of hypotension in patients injected 
with reserpine in the preoperative state 
and subsequently given general anes- 
thesia. 


The phenothiazine derivatives com- 
prise a large group of drugs. These com- 
pounds are used in many patients with 
emotional and mental disturbances. The 
drugs most frequently used are thora- 
zine, compazine, trilafon, phenergan, 
pacatal, and sparine. Their chief uses 
are as antiemetics, sedatives, and for the 
production of tranquility. They vary in 
the incidence of side effects. These are 
summarized in table II.! 


of Tranquilizers 
in Anesthesia and Surgery 


The first deliberate use of a tranquil- 
izer in anesthesia was the “lytic cock- 
tail” of Laborit, which was alleged to 
produce artificial hibernation, fall in 
body temperature, and protection against 
shock.° The drugs in the “cocktail” were 
chlorpromazine, promethazine and me- 
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TABLE Il 
INCIDENCE OF Sipe Errects IN USE OF PHENOTHIAZINE DERIVATIVES 
SIDE EFFECTS TRILAFON | COMPAZINE | THORAZINE SPARINE PACATAL 
Jaundice No No Yes Yes Yes 
Agranulocytosis No No Yes Yes Yes 
Hyperthermia No No Yes Yes Yes 
Hypotension No No Yes Yes No 
Parkinsonism Yes Yes Yes Yes Yes 
Dermatitis No Yes Yes Yes Yes 
Photosensitivity No Yes Yes Yes Yes 
Seizures No Yes Yes Yes Yes 


peridine. Unfortunately, precise circula- 
tory measurements were lacking. A large 
clinical experience in the United States 
and Great Britain did not support the 
earlier enthusiasm, and the technique is 
not commonly practiced today. 


Tranquilizers produce effects that 
seem to be useful for some surgical pa- 
tients. The phenothiazine derivatives, 
particularly, potentiate other commonly 
used premedicant drugs, enhance the 
drying effects of these drugs, and im- 
prove postoperative sedation with small- 
er doses of narcotics. These effects are 
least noticeable with the use of the me- 
probamates. The tranquilizers tend to 
diminish reflex responsiveness in the 
airway; they tend also to decrease the 
incidence of nausea, emesis and delirium 
on emergence from anesthesia. 


However, the hazards of tranquilizers 
(especially the potent phenothiazine de- 
rivatives) are unfortunately significant. 
The central nervous system may be ex- 
cessively depressed, resulting in pro- 
found sedation and prolonged awaken- 
ing from anesthesia. The blood pres- 
sure is depressed and postural hypoten- 


sion may occur.!° The adrenolytic effect 
is probably responsible for the difficulty 
of correction of tranquilizer-induced 
hypotension with vasopressors. A paper 
recently published from the University 
of Texas Medical Branch indicated that 
this pessimism may not be entirely war- 
ranted. Norephedrine, or amphetamine, 
as it is commonly known, may overcome 
the circulatory depression of the pheno- 
thiazine. Spinal or epidural anesthesia 
may be even more hazardous than gen- 
eral anesthesia because of the splanchnic 
denervation produced by the regional 
methods and the subsequent loss of 
necessary vascocompensatory mecha- 
nisms.!° These agents may be hazardous 
in the postoperative period when used 
to control emesis, unless the patient has 
good circulatory function and an ade- 
quate blood volume. 


In general, it is wise to discontinue 
the use of tranquilizers for ten days 
prior to operation. If this is not pos- 
sible, e.g., in a psychotic patient, spinal 
and epidural anesthesia should be avoid- 
ed and considerably reduced doses of 
the sedatives and general anesthetics 
must be used. 
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SUMMARY 


1. A brief summary of the classifica- 


tion and clinical pharmacology of the 
tranquilizers is presented. 


These data are related to the prob- 
lems presented to the onhthalmologist 
and otolaryngologist in patients 
treated with tranquilizers who re- 
quire operation. 


Commentary is made on the advan- 
tages and disadvantages of these 
drugs in preparation of patients for 
anesthesia and operation. 


The undesirable side effects of the 
tranquilizers are summarized. 
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PROPER USE OF ANTIBIOTICS 


GeorceE GEE Jackson, M.D. 
CHICAGO, ILLINOIS 


BY INVITATION 


Ir is a pleasure for me to meet with 
you today and discuss the proper use of 
antibiotics. At the outset I would like to 
commend you for your continued inter- 
est in this problem, for although this was 
a subject of much discussion a decade 
ago, it has not been recently. I might 
add, parenthetically, that it is the physi- 
cians and groups of physicians who have 
sustained their interest in this topic who 
need such a talk least. 


In considering some thoughts to share 
with you today, I was struck by the dif- 
ference in the nature of the discussion a 
decade or so ago and the present status 
of physicians in their use and experience 
with antibiotics. Doctor Papper has just 
presented the clinical pharmacology of a 
group of new agents, much as we dis- 
cussed the antibiotics as new therapeutic 
agents some time ago. There are differ- 
ences in considering this subject today, 
and I would like to use the first part of 
this presentation to discuss with you 
some of these that I feel are important. 


Early in the development of anti- 
biotics, supplies of each new agent were 
limited. They were given to a few clin- 
ical investigators in recognized medical 
centers with supporting laboratories to 
attempt critical study and evaluation. It 
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was our responsibility and pleasure to 
share those data with you and to help in 
the interpretation of the studies. To- 
day, you, as practicing physicians, have 
fifteen years of experience with penicil- 
lin and streptomycin; more than that 
with the sulfonamides; ten years’ expe- 
rience with broad spectrum agents; at 
least five years’ experience with anti- 
coccal antibiotics. For some of you, I 
am sure, this represents the entire span 
of your professional career; therefore, 
perhaps experience with the natural 
course of infections in your specialty is 
unknown to you. During this period of 
time most of you have established for 
yourselves habits of practice regarding 
the use of antibiotics. In some cases, I 
think, your standards are not the high- 
est, but they have served you; they have 
not been criticized by your colleagues 
and they have been acceptable to your 
patients. Many among you, I am sure, 
have had great experience with critical 
evaluation of the antibiotic agents, par- 
ticularly in your own specialties, and 
you could well replace me on this podium 
with mutual benefit. The principle I 
would like to recognize here is that any- 
thing I can say today must be weighed 
against the practices you have estab- 
lished in field experience. I think, how- 
ever, that we must continually examine 
our practices and try the best we can to 
achieve the ideal. 


Among the differences in the proper 
use of antibiotics now and ten years ago 
is the present rapidity of the develop- 
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ment and market appearance of new 
agents or altered pharmacologic prepara- 
tions of older agents. Studies of new 
drugs before their clinical introduction 
are seldom as critical or extensive as 
those I referred to earlier ; indeed, some 
of my colleagues feel that such critical 
studies can no longer be done because of 
the lack of previously untreated pa- 
tients available in any clinic. Also, the 
small differences in superiority among 
some of the new as compared with the 
established agents are so slight that it re- 
quires years of experiences with large 
numbers of patients and controlled con- 
ditions to establish the superiority of one 
over another. Thus, we now have had a 
number of antibiotics introduced and 
then, in turn, retired into oblivion. This 
swamping of the physician with new 
antibiotics, new preparations of old an- 
tibiotics, new names for combinations 
of antibiotics, and rediscovery of old 


antibiotics by another group or company 
has left many of us in a confused and 
dazed state. In such a state we are par- 
ticularly susceptible to competitive pres- 
sures to use new drugs about which we 
know little. 


With regard to the relative efficacy 
of new drugs, I should like to remind 
you that at this time the Federal laws do 
not require that an antibiotic be proved 
effective before it is released—only that 
it be safe. Thus, in the absence of crit- 
ical studies, a new antibiotic can be in- 
troduced with much ballyhoo, and if a 
sufficient number of physicians will use 
it for a brief time in their practice, the 
cost of marketing apparently can be cov- 
ered even though the antibiotic is later 
recognized to be inferior and _ falls 
out of the market. On the other hand, 
some superior antibiotics have disap- 
peared because they had only limited 
special uses which would not econom- 
ically support their production and mar- 
keting. As_ physicians _ scientifically 
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trained, we must not be gullible to the 
expectations of the new any more than 
we should be stubbornly resistant to 
change from the old. To do so will cre- 
ate a vicious cycle in which the practic- 
ing physician will perpetuate the forces 
that lead to the marketing and over- 
advertising of new, unproved, and some- 
times inferior products that serve neither 
the best interests of the physician nor 
his patients. 


A fourth and final difference 1 would 
like to mention between the proper use 
of antibiotics today and a decade ago 
concerns the physician and the patient as 
members of the community at large. Or- 
dinarily in therapy we consider the 
knowledge, experience and standards of 
the physician and the likelihood of the 
efficacy or the toxicity of the antibiotic 
in an individual patient. These are still 
of prime importance. It has become ap- 
parent, however, that through the use of 
antibiotics the bacterial ecology of the 
environment in which the patient and 
physician reside is altered. Thus, the 
hospital or locale may become a less safe 
place for another patient without infec- 
tion. Such a situation has been generally 
recognized with regard to staphylococcal 
infections. The number of serious staph- 
ylococcal infections in the wards of 
many hospitals has increased greatly. 
Concomitantly there has been a progres- 
sive increase in the number of deaths 
caused by staphylococcal infections. This 
is directly related to the total amount of 
antibiotics used in the wards of the hos- 
pital or in the locale. The condition has 
been so well recognized that some physi- 
cians and some hospitals have been 
willing to give up their individual pre- 
rogative to prescribe certain antibiotics 
and put the control of their use in the 
hands of a local infection committee. | 
am not suggesting this as a solution; | 
am only observing it as the method some 
hospitals and physicians have used to 
meet this problem. 
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Less well recognized is the fact that 
in additon to staphylococci, other micro- 
organisms that are ordinarily considered 
saprophytic or of low virulence are 
showing the same phenomena. There has 
been a progressive and alarming increase 
in the frequency with which Escherichia 
coli, Aerobacter aerogenes, strains of 
the proteus species, Pseudomonas aeru- 
gimosa, enterococci, and_ streptococci 
have caused bacteremia and death since 
the introduction of chemotherapy. 
These findings are not just a skeleton in 
the closet; there is a very appreciable 
absolute as well as relative increase in 
deaths from these infections. The data 
are not noted to suggest that the over-all 
influence of antibiotics has been deleteri- 
ous ; it has not. It is clear, however, that 
the gains in therapy from antibiotics do 
not constitute a free ride. Their cost to 
the community at large is infection and 
the death of certain patients who would 
otherwise have escaped this consequence. 
In this role, then, the physician has the 
responsibility to observe the proper in- 
dications for use of antibiotics, to use 
only the most specific agents, and to use 
them effectively. This requires a con- 
tinuing effort to search out critical data 
about each of the antibiotics one uses 
and to improve the use and quality of di- 
agnostic bacteriology. 


I have taken this time for only gen- 
eral considerations because I know you 
have other sessions devoted to specific 
uses of antibiotics and my consideration 
of them here would have to be cursory. 
Furthermore, I believe that the general 
nature of the problem in the proper use 
of antibiotics must be known and of in- 
terest to all physicians if we are to 
achieve optimal use of these drugs. 


If all the use of antibiotics were en- 
tirely proper, the amount of drug used 
would be exactly equivalent to the 
knowledge we have about the indications 
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for the use of antibiotics. What has 
usually happened is that in the early pe- 
riod of the development of a new drug 
there is less than enough to satisfy the 
proper indications. This rapidly catches 
up and soon surpasses proper needs. 
One of our greatest abuses of antibiotics 
is overuse. As the drug is recognized not 
to be a panacea and as toxicity appears 
or resistant strains develop, use of the 
drug tends to drop back toward proper 
indications. 


What is the result of overuse of anti- 
biotics? In one hospital we have fol- 
lowed the nature of the nasal carrier 
state of staphylococci among patients 
and personnel following the introduction 
of each of several new antibiotics. The 
usual course of events is shown by the 
following results. In 1952 when eryth- 
romycin was introduced, no erythro- 
mycin-resistant staphylococci were cul- 
tured from the noses and throats of well 
personnel in the hospital or from pa- 
tients on admission or discharge from 
the hospital. Within six months after 
use in the hospital, two thirds of the 
strains recovered from personnel were 
resistant to this agent. More than half 
of the strains recovered from the noses 
and throats of patients on discharge also 
were resistant to erythromycin. At this 
point, as an experimental study the drug 
was eliminated completely from use in 
the hospital. During the next year there 
was gradual decline in the frequency of 
resistant strains of staphylococci re- 
covered from the noses and throats of 
our hospital personnel and from patients 
on discharge. 


Another area of overuse lies in com- 
binations of drugs. What do we expect 
from combinations of antibiotics? One 
purpose is to diminish, if possible, the 
toxic effects of the antibiotic. An ex- 
ample is the combination of streptomy- 
cin and dihydrostreptomycin for the re- 
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duction of ototoxicity. The data on this, 
however, have been used on both sides 
of the discussion and the arguments are 
not entirely conclusive. Our feeling is 
that the combination does produce less 
ototoxicity than either of the single 
agents in the same dosage. Perhaps a 
better example is the combination of sul- 
fonamides to diminish renal crystalluria. 


A second purpose is to prevent the 
emergence of resistant organisms. This 
applies to resistant organisms develop- 
ing in the patient under treatment. Icr 
this purpose a second drug is required 
with only a few of the antibiotics, 
notably streptomycin, erythromycin and 
novobiocin. Resistant mutants to these 
agents are common, and they may be 
suppressed by an appropriate second 
drug. 


The third and fourth purposes of 
combination drug therapy are to in- 
crease the breadth of the spectrum in 
the treatment of mixed infections and 
to obtain synergy. There are really no 
convincing studies of mixed infections, 
including chronic otitis media, sinusitis 
and lung abscess, in your specialty in 
which a combination of antibiotics is 
clearly more effective than an adequate 
dose of a single antibiotic against the 
predominant strain. Endocarditis and 
brucellosis are possible clinical examples 
of the phenomenon which we can dem- 
onstrate in the test tube as synergism, 
but other examples in which this occurs 
are rare. 


Another major area in the overuse of 
antibiotics is in the field of prophylaxis. 
Prophylaxis is a goal we should all like 
to achieve, but what is our record ? Here, 
as clearly as anywhere, it has become 
apparent that man lives in a symbiotic 
state with many kinds of microorgan- 
isms. Disruption of the normal flora 
usually results in replacement of that 
flora by microorganisms with which the 


PROPER USE OF ANTIBIOTICS 


697 


body is much less able to cope. The pre- 
vention of infection with antibiotics has 
been effective, as a rule, only when di- 
rected against certain species of bacteria. 
Examples are rheumatic fever from in- 
fections with group A streptococci, and 
bacterial endocarditis following dental 
extraction. In the latter, the usual pro- 
phylaxis suppresses alpha hemolytic 
streptococci but not enterococci. We 
have seen instances of enterococcal endo- 
carditis following dental extraction, il- 
lustrating that one achieves only limited 
goals in prophylaxis. Preoperative 
bowel preparation achieves relative ster- 
ilization of the bowel lumen, but it can 
be maintained for only a transient pe- 
riod. Meningococcal and gonococcal in- 
fections can be prevented by treatment 
with sulfonamides and peniciilin, respec- 
tively, after exposure to these infections ; 
and Hemophilus influenzae meningitis 
among infants and children also can be 
prevented by prophylaxis. 


Data have now accumulated to show 
that antibiotic prophylaxis is ineffective 
in many conditions for which one is 
tempted to try it. Restraint would seem 
to be the best course in these cases. 
Respiratory and wound infections are 
among this group. There are quite well 
controlled clinical studies to suggest that 
prophylaxis is not an effective means of 
control of the common respiratory in- 
fections and most of their complications, 
nor of wound infections in clean opera- 
tive fields, infections after tracheosto- 
my, and those that occur in coma, nor in 
clinical situations such as leukemia. 


The most important consideration in 
the proper use of antibiotics is a knowl- 
edge of the drugs one chooses to use. I 
know that this can be a full-time pursuit 
and it is time that is not always available. 
| believe that it is not necessary to at- 
tempt mastery of every new prepara- 
tion. Certain families of compounds are 
now well established either by structure 
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TABLE | 
FREQUENTLY UsEFUL ANTIMICROBIAL AGENTS 


GROUP I GROUP II GROUP III GROUP IV 
Penicillin G, V, O, B| Bacitracin Mycostatin Sulfonamides 
Streptomycin Neomycin Amphotericin B lsonicotinic acid 

hydrozide 
Chloramphenicol Polymyxin p aminosalicyclic acid 
Tetracyclines Colistin Stilbamidines 
Erythromycin Nitrofurantoin 
Novobiocin Furaltadone 
Ristocetin 
Vancomycin 
Kanamycin 


and/or spectrum of their activity. If 
they are learned by generic terms rather 
than trade names, the task is greatly 
simplified. Time permits only mention 
of some of these agents (table 1). The 
antibiotics in the first group are all het- 
erocyclic or aromatic compounds. They 
are listed in their approximate chron- 
ological order of development. The first 
two, penicillin and streptomycin, are 
limited spectrum antibiotics, and peni- 
cillin, except for its loss of status with 
regard to staphylococci, is probably the 
agent of choice for most gram-positive 
infections. Chloramphenicol and _ the 
tetracyclines are broad spectrum anti- 
biotics commonly spoken of as bacterio- 
static agents because there is a wide dif- 
ference in the concentration that inhibits 
and that which kills bacteria. They may 
have both of these functions, however. 


The last five antibiotics in the group 
are anticoccal agents, some of which 
were developed in an attempt to combat 
the growing problem of resistant staph- 


ylococci. Among them, novobiocin and 
kanamycin have activity against some 
gram-negative species, and might be use- 
ful for problem infection with proteus 
and aerobacter respectively. 


The second group of drugs are poly- 
peptides or peptide amines. With the ex- 
ception of the last one, which is a new 
agent, they are fairly toxic drugs and 
have specific limited action. Bacitracin 
and neomycin are effective in some seri- 
ous gram-positive infections. The latter, 
as well as polymyxin and colistin, are 
antibacterial for gram-negative bacilli. 
These agents are of interest because they 
are highly bactericidal. Because of their 
toxicity when introduced by systemic 
administration, they have been used ef- 
fectively as local and topical agents. This 
always creates the danger of a subse- 
quent serious reaction from hypersensi- 
tization of the patient, but these agents 
are less likely than most antibiotics to be 
administered for another systemic ill- 


ness. 
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Mycostatin and amphotericin B are 
two antibiotics that have antifungal ac- 
tivity. These are relatively good anti- 
biotics for their purposes but they have 
the drawback of being relatively insol- 
uble in water and they are not absorbed 
well from the gastrointestinal tract. In 
the treatment of extraenteric infec- 
tions, they must be given parenterally, 
and by the parenteral route they have 
some toxicity. 


The last group are chemotherapeutic 
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agents. Interest is still continuing in the 
sulfonamides. New preparations have 
recently been introduced with the prop- 
erty of long-acting drugs after oral ad- 
ministration. These are rather complete- 
ly resorbed from the kidney filtrate and, 
therefore, maintain high blood levels. 
They have no other advantage over con- 
ventional sulfonamides. New compounds 
among the nitrofurans also are under 
study as antibacterial agents that might 
have clinical usefulness. 
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OPTIC NEURITIS IN CHILDREN 


CHARLES KENNEDY, M.D. 


PHILADELPHIA, PENNSYLVANIA 
BY INVITATION 


FRANK D. Carrot, M.D. 
NEW YORK, NEW YORK 


ALTHOUGH optic neuritis occurs rela- 
tively infrequently in childhood, it may 
be a complication of measles,?? mumps,** 
chicken pox® or pertussis,'* and isolated 
instances have been reported following 
a wide variety of infectious diseases, in- 
cluding those due to Protozoa.'? It may 
also follow immunization procedures.*!® 
Hereditary forms may result in severe 
visual impairment dating from birth or 
may cause visual failure at almost any 
age.'5.18.24 While the majority of these 
are not associated with involvement of 
other parts of the nervous system, some 
may be one manifestation of a familial 
or hereditary degenerative disease of the 
nervous system.*! Malnutrition of a se- 
vere degree has been found to be asso- 
ciated with visual failure and partial 
optic atrophy in children in the British 
West Indies,? but to date no cases have 
been reported in this country. Certain 
toxic agents and a number of drugs, 
listed in a recent symposium,’ cause in- 
jury to the optic nerve at any age. 


Optic nerve involvement is often the 
first manifestation of a demyelinating 
process such as neuromyelitis optica*® or 
Schilder’s disease,> and an isolated attack 
of optic neuritis in childhood may be the 


From the Departments of Neurology (Division of 
Child Neurology) and Ophthalmology, College of 
Physicians and Surgeons, Columbia University and 
the Columbia Presbyterian Medical Center, New 
York. 


Presented at the Sixty-Fourth Annual Session of the 
American Academy of Ophthalmology and Otolaryn- 
gology, Oct. 11-16, 1959, Chicago. 


700 


first sign of multiple sclerosis, other 
symptoms of which may not develop 
until many years later.®'! Optic neu- 
ritis in children may occur as an 
isolated episode, presumably having a 
self-limited course and carrying no prog- 
nostic implication with respect to the 
rest of the nervous system. However, 
reports of an interval as long as twenty 
or more years between an initial attack 
of optic neuritis and later disseminated 
involvement! have caused certain authors 
to consider an episode of optic neuritis 
of unknown cause at any age a manifes- 
tation of multiple sclerosis. In follow- 
up studies of ten to fifteen years’ dura- 
tion about half of the entire group had 
no evidence of dissemination ;*- there- 
fore, until such patients are followed for 
a longer period this question remains 
unresolved. 


The present study was undertaken 
primarily to define the clinical character- 
istics of optic neuritis in children, and 
the follow-up study was made to deter- 
mine the natural course and to evaluate 
various forms of treatment. In a sepa- 
rate report the prognosis with respect to 
later development of multiple sclerosis 
is considered in detail ;'! it is mentioned 
only briefly in this communication. 


METHOD OF STUDY 


Records were reviewed of all children 
fifteen vears of age or younger with 
optic neuritis who had been examined at 
the Columbia Presbyterian Medical 
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Center over the past twenty-five years. 
In a few instances, patients with a his- 
tory of visual failure during childhood, 
marking the onset of their first attack, 
were not seen until adult life. Out of a 
total of 45 patients with an original di- 
agnosis of optic neuritis, 4 were elim- 
inated from consideration: 1 because of 
later radiographic evidence of an optic 
glioma, 2 because the symptom of vis- 
ual failure was functional, and 1 be- 
cause of insufficient evidence of optic 


TABLE | 


CLINICAL CLASSIFICATION 


CAUSATIVE AGENT OR 
ASSOCIATED DISEASES 


NU MBER 
OF CASES 


Congenital Syphilis 


Malnutrition 


2 
Measles l 
2 
l 


Diabetes 


Hereditary Optic Atrophy 
(Leber’s Disease) 


Schilder’s Disease 
Multiple Sclerosis 
Unknown Cause 


Total 


nerve disease, the cause for the com- 
plaint of visual failure being undeter- 
mined. The remaining 41 patients them- 
selves or members of their families were 
contacted and a follow-up examination 
was requested. In each instance, inter- 
val histories were taken which were sup- 
plemented by records from other clinics 
or physicians, when these were avail- 
able. For those individuals who did not 
return, transcripts of records of physi- 
cians caring for the patients were ac- 
cepted in lieu of their revisit. Out of a 
total of 41 patients presented in this re- 
port, adequate follow-up information 
was obtained in 37. 


OPTIC NEURITIS 


IN CHILDREN 


CLINICAL DATA 


A classification based on associated 
clinical findings is given in table I. In 
7 patients there was generalized disease, 
and on the basis of a positive family his- 
tory, 4 were considered to have heredi- 
tary optic atrophy (Leber’s disease). In 
30 patients at the time of onset of the 
disease, the cause was unknown, but in 
the follow-up study 8 of these proved 
to have multiple sclerosis. This diagnosis 
had usually been made only after an in- 
terval of many months or years follow- 
ing the visual symptoms. The clinical 
findings of those with associated disease 
or the hereditary form are presented be- 
low as brief case reports, while the data 
in optic neuritis of unknown cause are 
presented in tabular form. 


Syphilis 


H. W., 629771. An 1ll-year-old boy, whose 
father had died of syphilis, was hospitalized 
because of complete loss of vision in both 
eyes. The vision returned to normal in five 
weeks. He was then asymptomatic until the 
age of 34, when his vision failed in the right 
eye. The diagnosis of syphilis was made on 
the basis of a positive blood serology, and he 
was given fever treatment and penicillin. 
Three years later the left eye became in- 
volved. When he was seen at the Columbia 
Presbyterian Medical Center at the age of 
37, the visual fields were markedly constricted 
and his visual acuity was 20/100 in the right 
eye and 20/60 in the left eye. Both discs were 
pale, and there was an old interstitial keratitis. 
The pupillary responses to light were slug- 
gish. Neurologic examination gave no evi- 
dence of neurosyphilis. Examination of the 
cerebrospinal fluid showed no abnormalities. 


R. C., 529370. A 16-year-old student, visiting 
from Haiti, had experienced increased visual 
impairment over a two-year period. On ex- 
amination he was found to have a visual 
acuity of 16/60 in the right eye. The peripher- 
al fields were normal, but the patient was un- 
able to fix his gaze for the plotting of cen- 
tral fields. Both discs were pale, and the pupils 
were fixed in their reaction to light. The 
only positive neurologic finding was a mixed 
type of hearing loss. The serologic test was 
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positive. The patient returned to Haiti and 
was lost to follow-up. 


Comment: According to Walsh, optic 
neuritis is rarely found in congenital 
syphilis*! and improvement does not oc- 
cur in the absence of antiluetic therapy. 
Presumably in the case of H. W., in 
which records had been destroyed, the 
diagnosis was made at the age of 11, 
and the treatment given resulted in a 
remission for over twenty years. 


In the second case, it is not known 
whether this infection was congenital or 
acquired. 


Measles 


The following case is of particular in- 
terest because the optic neuritis followed 
measles which had been attenuated with 
gamma globulin. 


R. H., 18-54-75. A 6-year-old boy developed 
bilateral visual failure without any headache 
or eye pain two days after the appearance of 
a typical measles rash. He had had a known 
exposure to measles, and had been given a 
modifying dose of gamma globulin nineteen 
days prior to the appearance of the rash. The 
case was mild. The vision was reduced to 
hand movements bilaterally, and there was 
blurring and slight elevation of the disc mar- 
gins bilaterally. Improvement occurred within 
one week on no treatment other than bed rest, 
and at the end of three weeks he had made 
a complete recovery. When seen three years 
later his vision was 20/20 in both eyes, and 
his visual fields and fundi were normal. 


Comment: This case resembles those 
of Ford® and one of Tyler’s*® in being 
simultaneously bilateral and having a 
complete recovery in a matter of weeks. 
On the basis of his own experience, 
Walsh comments, “The prognosis is 
always good for recovery of vision.”’ But 
several instances have been reported in 
which a severe visual disability has per- 
sisted.?*--652 Inasmuch as the neural part 
of the optic system is phylogenetically an 
extension of the brain, the optic neuritis 
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might be considered a localized en- 
cephalitis, as has been suggested by 
Strom.** This view is supported by the 
occasional coexistence of encephalitis 
and optic nerve Re- 
ports of encephalitis in attenuated mea- 
sles'? would seem to indicate that optic 
neuritis may also occasionally compli- 
cate the modified form of the disease. 


Malnutrition 


Two patients were seen many years 
after the onset of their visual failure, 
which was of a severe degree in both 
instances. 


G. O. An ll-year-old boy living in the 
British West Indies developed gradually over 
a period of one year, a visual impairment 
which persisted. He was seen at the Vander- 
bilt Eye Clinic at the age of 24 and found 
to have a visual acuity of 20/200 and bilateral 
pallor of the optic discs. Visual field exami- 
nation disclosed symmetrical and _ bilateral 
centrocecal scotomas. There was no record of 
similar visual failure in the family, and re- 
sults of serologic tests were normal. 


G. N. 6-34-02. At the age of 13, a girl, also 
a native of the British West Indies, developed 
visual failure over a period of weeks. There 
was no record of similar visual failure in 
other members of the family. She had always 
been in a state of poor general health, and her 
diet had consisted almost entirely of sugar 
cane. Severe visual impairment persisted for 
three years, following which there was some 
improvement. She immigrated to this country 
aS a young woman, and when seen at the age 
of 53 at the Vanderbilt Clinic of Presbyterian 
Hospital, her vision was 20/200 in the right 
eye and 15/200 in the left eye. Bilateral cen- 
tral scotomas were found. Both discs were 
uniformly white. 


Comment: In the absence of detailed 
information regarding dietary status and 
physical findings at the time of visual 
failure, the implication of malnutrition 
as the cause is perhaps presumptive. 
However, the ocular findings and subse- 
quent course in the absence of treatment 
are consistent with the symptom com- 
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plex of nutritional retrobulbar neuritis 
as it was described by Carroll.? 


Diabetes 


C. B., 20-08-56. An 1l-year-old girl was re- 
ferred because of gradual visual failure over 
the preceding six months. Diabetes which had 
developed at the age of 3.5 years, had been 
well controlled on 60 to 80 units of N.P.H. 
insulin daily over the previous five years. She 
had never been in shock or coma. There was 
no record of diabetes or visual disability in 
any other member of the family. At the age 
of 9, the patient had experienced tinnitus, and 
a progressive hearing loss ensued which was 
more marked in high frequency tones. At that 
time she also began to have difficulty with her 
vision, which was found to be 20/30 in both 
eyes. Nine months later it was 20/50 in both 
eyes, and both optic discs were pale. Centro- 
cecal scotomas were found on plotting the 
visual fields. Results of general physical ex- 
amination were within the normal range. Pos- 
itive neurologic findings were confined to the 
second and eighth cranial nerves. The blood 
serology and treponemal immobilization tests 
gave normal results. The cerebrospinal fluid 
contained no foreign cells and its protein con- 
tent was 42 mg. per cent, 9 per cent of which 
was gamma globulin. Roentgenograms of the 
skull revealed no abnormality. The patient was 
an alert child whose school performance and 
formal psychologic testing indicated that the 
intelligence was normal. When seen in fol- 
low-up three years after the onset of her 
visual difficulty, the vision was 20/70 in both 
eyes,’ evidence of further progression. 


Comment: This 1s an unusual clinical 
entity which was first recognized by 
Wolfram.** He described four siblings 
who had developed diabetes in child- 
hood and also had had progressive vis- 
ual failure. In a later follow-up they 
were thought to have had a gradually 
increasing hearing loss.?? Tunbridge and 
Paley described an instance in which 
two siblings had hearing loss shown to 
be due to eighth nerve disease.2° The 
present case differs from those previous- 
ly described; the patient has a normal 
sibling, and there is no history of dia- 
betes or visual disability in any other 
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member of the family. The course ap- 
pears to be a progressive one, and there 
has been some suggestion by Wagener?? 
that some patients may develop spinal 
cord symptoms many years later. 


Hereditary Optic Atrophy 


Four children were considered to have 
hereditary optic atrophy. 


E. W., 132-09-95. A 10-year-old boy visited 
the Presbyterian Hospital because of visual 
failure occurring over the previous two 
months. His visual acuity was 3/200 in each 
eye and large bilateral centrocecal scotomas 
were found. Temporal pallor was noted in 
both optic discs. The boy’s mother recalled a 
period of visual failure in her childhood 
which had lasted a matter of months but 
had subsided without leaving her with any 
subjective visual impairment. However, on 
examination at the time her son was seen, 
she was found to have marked pallor of both 
discs and relative bilateral central scotomas. 
No other member of the family had a history 
of visual impairment. The boy’s vision re- 
mained unchanged during the following 
twelve-month period. 


W. O. and A. O., 72-71-25. These were 
identical twins, 10 years of age. An observant 
teacher had noticed that one of them had de- 
veloped poor vision over the previous year. 
Both of the boys were then examined and 
found to have a visual acuity of 20/50 in both 
eyes. In each twin the optic discs were pale 
in the temporal portion, and relative central 
scotomas were found in the visual fields. 
Roentgenograms of the skull disclosed no ab- 
normality and result of blood serology tests 
were negative. The study of these boys con- 
tinued over a fifteen-year period during which 
there was no change in their visual status. No 
other member of the family was known to 
have any visual failure. 


M. T., 44-46-28. This boy, first seen at the 
Presbyterian Hospital at the age of 18, had 
had poor vision since he was 4 years old. The 
parents were first cousins. An older brother 
had optic atrophy and a younger sister was 
mentally defective and also had optic atrophy. 
This boy had a growth failure which became 
apparent in his teens when he failed to have 
an adolescent growth spurt and developed 
only minimal secondary sex characteristics. 
When he was fifteen years of age he devel- 
oped diabetes, which required insulin for con- 
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trol. He was studied extensively for a mass 
lesion of the parasellar region, but all studies, 
including skull roentgenograms and a pneu- 
moencephalogram were negative. The only 
positive findings on neurologic examination 
were anosmia and the following evidence of 
optic nerve disease: the vision was 2/200 in 
the right eye and 20/200 in the left eye; cen- 
tral scotomas were noted bilaterally; pallor 
was marked in both optic discs, and the 
pupillary responses to light were absent in the 
right eye and delayed in the left. Over the 
following year the vision on the left dropped 
to 2/200, and three years later the patient was 
admitted to a state institution for the blind. 


Comment: While the history and 
physical findings strongly suggested the 
presence of a craniopharyngioma in 
this case, all studies were negative and, 
in the light of the family history, he was 
considered to have Leber’s disease. The 
reiationship of the endocrinopathy to the 
optic nerve disease is obscure. Nettle- 
ship comments on three patients whom 
he considered to have Leber’s disease 
and who also had diabetes. 


Schilder’s Disease 


J. B., 06-44-92. A 6-year-old mentally-re- 
tarded boy was in a state of poor general 
health because of recurrent diarrhea and mal- 
nutrition dating back to infancy. Visual fail- 
ure, for which he was admitted to Babies 
Hospital, was of sudden onset and was asso- 
ciated with vomiting. The positive findings 
were limited to the ocular examination. There 
was no light perception in either eye, and 
pupillary responses to light were sluggish. 
The discs in both eyes were elevated two 
diopters. The cerebrospinal fluid was under 
normal pressure but contained a total protein 
of 52 mg. per 100 milliliters and 150 cells per 
cubic millimeter, 85 per cent of which were 
polymorphonuclear leukocytes. Results of 
serologic blood tests were within normal lim- 
its. One month after admission the patient be- 
gan having generalized convulsions. His men- 
tal state deteriorated, and signs of a bilateral 
pyramidal tract disorder developed. A second 
lumbar puncture disclosed a persistence of 
the pleocytosis but a protein level of 28 mg. 
per 100 millimeters, 19 per cent of which was 
gamma globulin. The child died after four 
months of a progressive illness. At autopsy 
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he was found to have widespread demyelini- 
zation typical of Schilder’s disease. 


Comment: The visual failure in this 
disease is not always due to involvement 
of the optic nerve, as was probably the 
case here, but may be due to changes in 
the visual cortex. In the absence of 
ophthalmoscopic changes or abnormal 
pupillary responses to light, it may not 
be possible to determine the site of the 
lesion. The course is always progressive 
to a fatal issue, and the exact diagnosis 
usually is made on pathologic examina- 
tion. Although this child was mentally 
retarded, in most cases a normal men- 
tality exists prior to the onset of the 
disease.° 


Unknown Cause 


Thirty instances of optic neuritis of 
unknown cause were found in children 
under the age of 16 years, eight of whom 
eventually developed evidence of mul- 
tiple sclerosis. For the purpose of re- 
viewing the clinical characteristics of 
optic neuritis of unknown cause, these 
two groups will be considered together. 


Age and Sex. Nineteen of the 30 were 
10 years of age or younger, the mean age 
for the entire group being 9.5 years. The 
youngest child was 4 years old. There 
were 19 girls and 11 boys. 


History. In each instance the main 
complaint for which the child was taken 
to the physician was visual failure, which 
was usually sudden (over a period of 
twelve to forty-eight hours), and was 
bilateral in 18 and unilateral in 12 of the 
cases. Fifteen of the children had been 
completely well in the days and weeks 
preceding the onset of visual failure. In 
9 there was a history of a recent upper 
respiratory infection, 2 had purulent 
sinusitis, and 1 had mastoiditis which 
had been treated surgically eighteen 
days previously. In one child there was 
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TABLE II 


ASSOCIATED CONDITIONS OF 
Possis_e SIGNIFICANCE 


NO. OF , 

ASSOCIATED CONDITION PATIENTS 
Upper respiratory infection 9 
Purulent sinusitis 2 
Mastoiditis l 
Uveitis 
Typhoid booster l 
M4 
No associated illness 16 
Total 30 


TABLE III 


OrHER SYMPTOMS OCCURRING WITH 
VISUAL FAILURE 
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an associated uveitis, and one boy had 
had a typhoid booster vaccination nine 
days previously (table II). Other com- 
plaints such as headache, pain in the in- 
volved eye, pain on eye movement or 
palpation accompanied, and often pre- 
ceded, the visual failure by a few days. 
The frequency of these symptoms 1s 
listed in table III. 


Ocular Findings. Twenty-six of the 
30 children were examined in the acute 
stage of their first attack. Twenty- 
two had varying degrees of elevation of 
the disc and therefore were considered 
to have papillitis (table IV). Four had 
retrobulbar neuritis and of these, one 
showed pallor of the discs, while in the 
other three the discs appeared normal. 


TABLE V 


VIsuAL Fretp DeEFEcts 


NO. OF 


SYMPTOM PATIENTS 
| Headache 10 
Nausea and vomiting 2 
Pain in the eye 8 
Pain on eye movement 6 
Tenderness on palpation ] 
Total number having one or more es 
of the above symptoms 15 
TABLE IV 

Optic Neuritis IN CHILDREN 
Papillitis 22 
Retrobulbar neuritis with pallor 1 

Retrobulbar neuritis with 

normal discs 3 
Not seen at onset 4 
Total 30 


Central Scotoma 17 


Central scotoma with break-through 
to periphery 4 


Peripheral constriction 


Mixed central scotoma and 


peripheral constriction l 
Faulty light projection 1 
Unsatisfactory examination 12 

Total 41 


Out of a total of 41 involved eyes, 17 
were found to have a central scotoma, 
and in 4 the central scotomas broke 
through to the periphery (table V). In 6 
there was peripheral constriction, and 
a mixed central scotoma and peripheral 
constriction was found in one child. In 
one there was faulty light projection, 
and in the remainder the examinations 
could not be done reliably, although vis- 
ual failure of a severe degree was gross- 
ly apparent in all of these. The visual 
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TABLE VI 


VisuaL Acuity IN 26 CASEs 
(41 EYES) 
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was of unknown cause was variable and 
consisted of (1) the use of a variety of 
agents such as intravenous typhoid in- 
jections, antihistamines and vitamins, 


Less than 1/200 9 and vasodilators, all considered to be 
1 /200-20/200 29 of empirical value, (2) elimination of 
20/200-20/50 2 foci of infection by dental extractions, 
fi tonsillectomy, adenoidectomy and sinus 
20/0-20/0 drainage, (3) chemotherapy, (4) physi- 
41 cal therapy (microthermia) and (5) 
ACTH and adrenocortical steroids. In 
VII 
TREATMENT IN Optic Neuritis oF UNKNOWN ETIOLOGY IN 27 CHILDREN 
IMPROVEMENT 
TYPE OF TREATMENT MARKED MODERATE NONE 
All forms of treatment 
except steroids Q 3 4 
Steroids 4 l 0 
Untreated 6 0 C 


acuity is tabulated in table VI, and a 
severe degree of visual loss is shown in 
all but three cases. 


Cerebrospinal fluid findings. Lumbar 
punctures were done in 18 children, none 
of whom had elevated cerebrospinal 
fluid pressures. A slight elevation in pro- 
tein (64 mg. per 100 milliliters) was 
found in one child, and another had a 
moderate pleocytosis (53 lymphocytes ) 
together with an increase in the gamma 
globulin fraction of the total protein, 
which was within normal limits. This 
child made a prompt recovery and had 
developed no neurologic signs or symp- 
toms in repeated follow-up examinations 
over a period of one year. 


Treatment. The treatment given the 
group of 30 patients whose optic neuritis 


an effort to estimate the value of steroid 
therapy, a tabulation has been made of 
the degree of recovery as judged by the 
final visual acuity by (a) children given 
steroids or ACTH, (b) those given any 
other form of treatment, and (c) those 
given no treatment at all (table VII). 
Three cases were lost to follow-up be- 
fore maximum improvement had been 
attained. Inasmuch as all of the untreat- 
ed cases showed marked improvement, it 
is difficult to ascribe therapeutic value to 
the steroids or to any other agent. How- 
ever, in a single child (P. H., reported 
in detail elsewhere) a striking correla- 
tion was found between relapses and 
cessation or reduction in steroid ther- 
apy and also between remissions and re- 
institution of steroids. This experience, 
offering suggestive evidence of at least 
temporary benefit of these agents in a 
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Recovery (27 CASES) 


TIME BEFORE ONSET | TIME TO MAXIMUM 
OF IMPROVEMENT NO. OF CASES RECOVERY NO. OF CASES 
I 1 week 4 1 month or less 5 
9 2 weeks 13 2 months 5 
: 3 weeks 5 2-6 months 4 
4 weeks l 6-12 months 2 
5 weeks l 1-2 years | 
l year 2 More than 2 years 2 
No improvement Uncertain 


few individuals, has been reported pre- in whom the original attack was uni- 
viously.”° lateral (4 cases) rather than bilateral 
(2 cases). Three of the six had two 


Course. The time characteristics of attacks, and the other three had three 
what appears to be a natural course of = attacks each. 


spontaneous recovery in most cases is 
given in table VIII. Noteworthy is the 
fact that while in most instances im- 
provement begins before the end of the 
third week after onset and reaches a 


In a mean follow-up period of eight 
years, 8 children had developed multiple 
sclerosis (table IX). Spinal cord symp- 
toms preceded optic nerve involvement 
' in one child, but in the others they fol- 
maximum by six months, in a few case€S lowed after an interval varying from 
a year may pass before improvement is 4 few weeks to sixteen years. In none 
detectable. It then progresses gradually of the eight patients were there char- 
over the following year or two. Multiple acteristics of the optic neuritis of mul- 
attacks occurred in 6 children, the re- tiple sclerosis to distinguish it from that 
currence being more common in those of unknown cause. 


TABLE IX 
Fo_Low-up oF 30 CASES AND THE NUMBER DEVELOPING MULTIPLE SCLEROSIS 


NO. FOUND TO HAVE 
TIME FOLLOWED NO. OF CASES DEVELOPED M.S. 


16-20 years 


Less than 1 year 5 2 
2-5 years 9 + 
5-10 years 6 0 
11-15 years 4 l 
4 
2 


More than 20 years 
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DISCUSSION 


In a previous analysis of 240 cases 
of optic neuritis at all ages, it was shown 
that optic neuritis could be divided into 
three groups, each of which constituted 
about one third of the total number. The 
first group was made up of cases of 
optic neuritis associated with familial or 
generalized diseases, the second category 
included those instances associated with 
multiple sclerosis and the third group 
included those in which no cause could 
be determined.’ In the children reported 
here, the proportions are 27 per cent, 
20 per cent and 53 per cent respectively. 
The greater proportion of cases due to 
unknown cause in children may be a re- 
flection of the shorter follow-up period 
as compared with the adult series. In 
fourteen children the case had been fol- 
lowed for less than five years. It is pos- 
sible that a number of these will even- 
tually develop multiple scler@sis. Also 
included in the group designated as of 
unknown cause are two cases}in ‘which 
the causative agent was suspected but 
could not be proven. In one case, a 5- 
year-old child was seen three years after 
his vision failed. He was found to be 
slightly retarded mentally and had roent- 
genologic evidence suggesting previous 
chronic increase in intracranial pressure. 
Lead poisoning was suspected from a 
detailed history, but roentgenograms of 
the long bones were not taken. Although 
a skin biopsy was reported as strongly 
positive for lead on the basis of spectro- 
graphic analysis, this method of deter- 
mination has never been found consis- 
tently successful in making the diagnosis 
of lead poisoning.'!> The case was fol- 
lowed for twenty-six years. The patient 
showed no improvement and required 
special care in an institution because of 
emotional instability and limitation of 
intellectual capacity. A second patient, 
whose case was followed for twenty 
years and who showed no improvement, 
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probably had direct extension from a 
sinusitis to account for a severe orbital 
cellulitis. 


The association of optic neuritis with 
a number of infections has been re- 
viewed in detail by Walsh,*' and it is 
difficult to escape the conclusion that 
such infections have some significance 
in the pathogenesis, although the mecha- 
nism remains obscure. In this series of 
cases of unknown cause, about one half 
of the children had had some infection, 
usually of the upper respiratory tract, 
immediately preceding or concomitantly 
with the attack of optic neuritis. 


Among the various symptoms which 
may be present at the onset of an attack 
of optic neuritis, it appears that head- 
ache is present more frequently in chil- 
dren than in adults. Marshall reports in 
his large series of patients, the majority 
of whom were over 20 years of age, 
that 13 per cent had headaches,'* which 
compares to 30 per cent in the children 
reviewed here. The other symptoms, 
such as pain on eye movement and pain 
in the eye, seem to be about as common 
in children as in adults. 


The frequency of certain ocular find- 
ings also appears to be different in the 
children. Bilateral involvement, which 
was found in 18 out of 30 of the chil- 
dren, is present in only about one third 
of the adults.'4 The reason for this is 
obscure, and it has been suggested that 
unilateral visual failure is likely to es- 
cape a child’s attention. A second ocular 
finding noteworthy in children is_ the 
large number who have papillitis. In 
Marshall’s series, 65 per cent had nor- 
mal ophthalmoscopic findings, papillitis 
being present in only 20 per cent and 
pallor of the discs in 8 per cent.'4 Of 
the children in our series, more than 70 
per cent had some degree of papillitis, 
normal discs being noted in only three 
cases (10 per cent). In most instances 
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the elevation of the disc was between 
one and three diopters, and hemorrhages 
were present in four cases. The majority, 
including those whose vision returned 
to normal, had some degree of disc pal- 
lor after recovery. Ford has stated that 
the prognosis is poorer in children show- 
ing papillitis than in those in whom the 
disc appears normal. In our study, fol- 
low-up examinations were made in 19 
of the 22 patients with elevation of the 
disc (papillitis), and in 15 of these, vis- 
ual recovery was complete; two had 
moderate return of vision and the other 
two had no significant improvement. Of 
the three with normal appearing discs, 
two had a complete recovery; the other 
had moderate return of vision, but in a 
second attack four years later had nearly 
total loss of vision which remained un- 
changed until her death from multiple 
sclerosis. These data suggest that there 
is no significantly better prognosis in 
children having retrobulbar neuritis as 
opposed to those having papillitis. 


The finding of normal cerebrospinal 
fluid in all but two cases is consistent 
with previous observations in adults.*! 
It is likely that the child having the 
elevation of the gamma globulin frac- 
tion of the spinal fluid has a demyelinat- 
ing process.*> 


In a recent conference, the differen- 
tial diagnosis of visual failure in chil- 
dren was reviewed in detail. Because of 
the inability to differentiate papilledema 
from papillitis on ophthalmoscopic ex- 
amination, it was emphasized that a va- 
riety of intracranial lesions can produce 
a picture resembling optic neuritis, espe- 
cially if visual fields cannot be obtained. 
These include benign intracranial hyper- 
tension, aqueductal stenosis, and tumors, 
especially of the cerebellum, which cause 
visual failure secondary to increase in 
intracranial pressure. In the absence of 
the latter, lesions involving the visual 
pathways directly, such as optic gliomas, 
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craniopharyngiomas, pituitary adenomas 
and tumors which may encroach on the 
optic radiations, must be considered. 
Walsh has emphasized the manner in 
which the craniopharyngioma, which 
may produce a central scotoma, occa- 
sionally resembles optic neuritis in a 
young child.*! While the abruptness of 
visual failure may be strongly in favor 
of optic neuritis, our experience with 
the group of children presented here was 
that this aspect of the history was often 
quite unreliable. In young children espe- 
cially, there is frequently a blithe accept- 
ance of even severe degrees of visual 
impairment, such that it may be very 
difficult to date the onset with any degree 
of accuracy. In older children a sense of 
panic occasionally resulted in a denial 
of the symptom entirely, so that there 
were marked discrepancies in the his- 
tories taken by different physicians. 
However, even in instances in which the 
abruptness of onset seems virtually cer- 
tain, it must be remembered that tntra- 
cranial tumors may be the causative 
agents, probably as a result of hemor- 
rhages within them. 


Therefore, while in many instances 
the diagnosis of optic neuritis may be 
virtually certain, as is the case when 
(1) visual failure has been sudden, 
(2) the visual field defect is a central 
scotoma and (3) there is pain on eye 
movement, skull roentgenograms, and 
occasionally even an air encephalogram, 
may be necessary to rule out the possi- 
bility of an intracranial lesion. 


Finally, it should be noted that a 
child’s complaint of visual failure may 
be functional. While very occasionally 
this may be a true conversion hysteria, 
more often it appears to be a means for 
secondary gain, resolving, temporarily 
at least, a child’s inability to cope with 
certain life situations. Among the case 
material reviewed for this study were 
the cases of two children suspected of 
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having optic neuritis. Only after air 
studies had been made to rule out an 
intracranial mass lesion did it become 
clear that their symptoms were due to 
emotional disturbances. 


SUMMARY 


1. The clinical characteristics of optic 
neuritis in children have been reviewed 
in 41 cases between the ages of 4 and 
15 years of age. 


2. The optic nerve involvement was 
found related to systemic disease, in- 
cluding congenital syphilis, measles, mal- 
nutrition and diabetes in six children. 
Four had hereditary optic atrophy, and 
one had Schilder’s disease. Eight had 
multiple sclerosis, and in the remaining 
22 no known causative agent could be 
determined. The nerve involvement re- 
curred in 6 cases. 


3. Optic neuritis in children was 
found to differ from that in adults in 
having (1) a greater frequency of head- 
ache accompanying the visual symptoms 
and (3) almost constantly a greater fre- 


quency of papillitis than of retrobulbar 
neuritis. 


4. In optic neuritis of unknown 
cause there appeared to be no benefit 
from any therapeutic agent with the pos- 
sible exception of adrenocortical ster- 
oids, which seemed to be of temporary 
benefit in one child. There appears to 
be a self-limited course with a tendency 
to recovery. 
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DISCUSSION 


C. Rucxer, M.D.,_ Rochester, 


Minnesota: After reading the abstract of this 
paper, published in the last issue of the TRANS- 
actions of this Academy, I reviewed, for 
comparison, an identical number of cases of 
optic neuritis in children seen in recent years 
at the Mayo Clinic. The only similarity in the 
two groups lay in the large proportion of 
cases of unknown origin. 


In Kennedy and Carroll’s list, measles was 


the only known cause that appeared also in my 
survey. Perhaps the nature of our communi- 
ties accounts for the difference. In New York 
there may be more syphilis and malnutrition 
and bad heredity than on the prairies of the 
Midwest. In their group the cause was not 
determined at the time of the optic neuritis 
in 30 of their 41 cases; later, 8 of the 30 
exhibited evidence of multiple sclerosis. 
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In my survey the five patients who had had 
measles regained excellent vision. All but one 
of the seven patients with meningo-encepha- 
litis recovered good or excellent vision. Fol- 
low-up notes on those with sulfonamide in- 
toxications were lacking. Two children had 
evidence of multiple sclerosis at the time of 
their optic neuritis. Our number of un- 
knowns (23) was essentially the same as that 
of the authors. 


Treatment of optic neuritis in New York 
is apparently just as unsatisfactory as it is 
in Minnesota. Adequate records were avail- 


712 CHARLES KENNEDY AND FRANK D. CARROLL 


TR. AM. ACAD. 
OPHTH. & OTOL. 
able in 30 of our cases. The number of pa- 
tients treated by any one method is so small 
that it is meaningless, yet together they do 
present a certain over-all picture. In most of 
the cases final vision was good or excellent. 
The patients who received no treatment re- 
covered even more completely than did those 
who were treated. It may not be fair to con- 
clude that the treatment was harmful, but 
certainly it had no demonstrable benefit. For- 
tunately, Mother Nature kindly cures the 


majority. Perhaps some young ophthalmolo- 
gist in the audience, one smarter than his 
elders, will one day find an effective cure for 
the others. 
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FACIAL PAIN 


ARNOLD P. FRIEDMAN, M.D. 


CHARLES A. Carton, M.D. 
BRONX, NEW YORK 


BY INVITATION 


FACIAL pain is a symptom which may 
be associated with a variety of clinical 
conditions. The underlying disorder 
may be anatomic, physiologic or psy- 
chologic. Although methods affording 
relief have been found, the basic causes 
and mechanisms producing the pain, in 
most instances, remain unsolved. To the 
patient, such a symptom is disturbing 
not only because of the unpleasant qual- 
ity of sensation, but because of possible 
unpleasant psychologic connotations. For 
the physician, precise diagnosis and 
treatment of facial pain is usually quite 
difficult because of the extremely com- 
plex cranial and cervical innervation, the 
intricate vascular supply, and the extent 
to which responses to a painful stimulus 
are modulated by the emotional state. 


For purposes of clinical management 
we can group facial pain into three main 
categories: (1) typical neuralgias, pri- 
marily neurogenic; (2) atypical neural- 
gias, primarily vascular and psycho- 
genic; and (3) facial pain secondary to 
other extracranial and _ intracranial 
causes. Such a classification has many 
defects but allows a rational approach to 
diagnosis and therapy. The main em- 
phasis will be directed toward atypical 
neuralgias and their subdivisions. 


From the Montefiore Hospital, Bronx, New York, 
and the Department of Neurology of Columbia Uni- 
versity, College of Physicians and Surgeons, New 
York. 


Presented at the Sixty-Fourth Annual Session of 
the American Academy of Ophthalmology and Oto- 
laryngology, Oct. 11-16, 1959, Chicago. 
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TYPICAL NEURALGIAS 


Typical neuralgia is characterized as a 
paroxysmal, sharp, shooting pain of 
short duration, with no pain present be- 
tween attacks, occurring within the sen- 
sory distribution of one of the cranial 
nerves. The diagnosis of neuralgia de- 
pends essentially on the history and 
character of the pain. Results of tests 
are usually within normal limits in this 
group and there are no sensory changes 
in distribution of the involved nerve. 
The main criteria of the typical neural- 
gias are given in table I. 


A full discussion of neuralgias is not 
within the scope of this paper. Trigemi- 
nal neuralgia is the most frequent and 
distinct clinical entity of the neuralgias. 
In trigeminal neuralgia, the pain most 
frequently occurs in the second and 
third divisions of the trigeminal nerve; 
however, the first or all three divisions 
may be involved. In glossopharyngeal 
neuralgia, the tonsillar area or the lateral 
oropharynx is the site of pain, and at- 
tacks are precipitated by swallowing. In 
geniculate neuralgia, the pain is pri- 
marily in the ear and lateral oropharynx 
and is not precipitated by swallowing. 


It is important to recognize that pain 
similar to, if not identical with, tic 
douloureux can be the first symptom of 
multiple sclerosis, and once established, 
it may continue throughout the course 
of the disease. Furthermore, similar at- 
tacks of pain are found in syringobulbia, 
tabes, posterior-inferior cerebellar artery 
thrombosis, and basilar impression. 


ar 

4 
yi 

Rig 

4 

~ 4 
= 
| 

Ne 
q 

= 

% 
| 7. 
4 
| 

: + 
| 
| 
| 


714 ARNOLD P. FRIEDMAN AND CHARLES A. CARTON 


TR. AM. ACAD. 
OPHTH. & OTOL. 


TABLE I 
CRITERIA OF TYPICAL NEURALGIAS 


Distribution of pain 


Character of pain 
Duration of pain 
Autonomic nervous system signs 
Precipitation by external stimuli 
Trigger zone 
Age 
PHARMACOLOGY 
Vasoconstrictor 
Vasodilator 


Narcotics 


Relief by surgical or chemical inter- 
ruption of cranial nerve 


Personality 


Limited in the field of one of the 
cranial nerves 


Paroxysmal, sharp, localized 
Seconds to minutes 

None 

Yes 

Present 

Older age group 

No relief 

Inadequate relief 

Inadequate relief 


Relief 


Neurotic traits not prominent 


Treatment 


Medical treatment of typical neural- 
gias, including Vitamin By», trichlor- 
ethylene and ferrous sulphate, has in 
general proven ineffective. More recent- 
ly, phenytoin soluble (Dilantin) has 
been used with some successes reported 
by various investigators. In our expe- 
rience, Dilantin may be effective for a 
period of time, but ultimately surgical 
techniques are required for permanent 
relief of trigeminal neuralgia. However, 
personal communication from Dr. Yahr 
has indicated that by maintaining high 
blood levels of Dilantin, he has been 
able to control the occurrence of tri- 
geminal neuralgia in his patients for a 


period of a year. 


Local anesthetics may be used diag- 
nostically and therapeutically to block 
the branches of the involved nerves. If 
the pain is relieved by local anesthetic, 


permanent interruption may be accom- 
plished by chemical or surgical means. 
Operative procedures include alcohol 
and hot water injections, peripheral neu- 
rectomies, posterior fossa and subtem- 
poral rhizotomies, decompression and 
compression procedures, and trigeminal 
tractotomy. The operative procedure 
most frequently used is cutting of the 
fibers of the second and third divisions 
extradurally in the temporal fossa. This 
avoids ulceration of the cornea and in- 
volvement of the jaw muscles due to 
sparing of the fibers of the first divi- 
sion and of the motor root respectively. 


ATYPICAL NEURALGIAS 


Frazer and Russell first suggested 
the term “atypical neuralgia” in 1924. 
Before and since that time, many varia- 
tions have been described under a va- 
riety of names. These include spheno- 
palatine neuralgia, ciliary neuralgia, au- 
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II 
CRITERIA OF ATYPICAL NEURALGIAS 


Distribution of pain 


Character of pain 


Duration of pain 


Autonomic nervous system signs 


Precipitation by external stimuli 
Trigger zone 
Age 
PHARMACOLOGY 
Vasoconstrictor 
Vasodilator 


Narcotics 


Relief by surgical or chemical inter- 
ruption of cranial nerve 


Personality 


Does not follow nerve distribution 


Diffuse, deep-seated, poorly localized; 
described as pulling, gripping, etc. 


Hours or days 


Lacrimation, flushing, nasal conges- 
tion, other symptoms 


No 

Absent 

Younger age group 
Frequent relief 
No relief 
Frequent relief 

No relief 


Neurotic traits prominent 


tonomic facial cephalalgia, histamine 
headache, petrosal neuralgia, and cluster 
headache. Although not all examples 
falling within this group represent iden- 
tical clinical entities, they are closely 
related to one another, and their under- 
lying mechanism is vascular. 


Atypical neuralgias are characterized 
by attacks of pain in the head, face and 
neck which are not well localized. They 
may occur in paroxysms or be continu- 
ous. They are frequently associated with 
cranial autonomic activity on the side 
of the pain, and are often seen in tense, 
anxious people. The criteria of atypical 
neuralgias are given in table II. 


The cause of atypical neuralgias is 
not definitely known. Whatever the 
initiating factor, pain results from peri- 
odic attacks of local dilatation of extra- 
cranial vessels in areas mainly supplied 
by branches of the external carotid ar- 


teries, particularly the external maxil- 
lary. However, some terminal branches 
of the internal carotid artery in the 
areas of the nose and eyes may also be 
dilated. The fact that only one set of 
arteries may be involved suggests a neu- 
rogenic origin. Recent studies of head- 
ache arising in the arteries of the scalp 
suggest that such pain partly depends 
on the release into the tissues about the 
dilated vessels of a substance which low- 
ers the pain threshold, with properties 
similar to bradykinin and _ serotonin. 
Our preliminary studies with a small 
number of patients of this group indi- 
cate that an increase of lysine excretion 
in the urine occurs during the headache, 
as compared with the headache-free 
period. 


We found it convenient to subdivide 
the typical neuralgias into two main 
groups: cluster headache and atypical 
neuralgia variants. Frequently it is not 
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possible to differentiate one type from 
the other on a descriptive basis. In these 
cases, the temporal relationship of at- 
tacks may change from periodic bouts 
with long periods of remission to daily 
attacks of pain for months, or even 
continuous pain. 


Cluster Headache 


The clinical picture is one of periodic, 
excruciating and agonizing unilateral 
pain involving the eye and/or temple, 
associated with injection and tearing of 
the ipsilateral eye and rhinorrhea or 
stuffiness of the nose. Such attacks fre- 
quently occur in showers or clusters; 
there may be increased surface tempera- 
ture and also swelling of the temporal 
vessels of the involved side of the head. 
Pain is the outstanding complaint. It is 
constant, excruciating, burning and bor- 
ing. It may spread from the orbital re- 
gion and temple to the neck and often 
to the face. The attacks are short, com- 
mencing and often terminating sudden- 
ly, tending to awaken the patient at night 
one or two hours after going to sleep. 
During the attack the patient tends to 
move about rather than be quiet. The 
attacks may occur as frequently as four 
or five times in a period of twenty-four 
hours. In the first stage of an attack, 
compression of the common carotid 
artery, and sometimes the temporal ar- 
tery, frequently gives prompt relief. (As 
previously noted, the pathogenesis of 
this head pain is primarily vascular. ) 
However, it should be noted that psy- 
chogenic factors can also be of signifi- 
cance. The personality pattern most 
commonly observed is that of an adult 
who is ambitious, efficient, strives for 
perfection, is overconscientious, has a 
strong tendency toward compulsive be- 
havior. In other words, there is a con- 
stitutional predisposition to sustained 
emotional states. Such persons often hold 
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positions of responsibility but are in- 
secure and lacking in self-confidence. 
The most frequently observed conflicts 
are those of a hostile and aggressive na- 
ture. A similar personality type is ob- 
served in patients who have classical 
migraine, hypertension, ulcers, or no 
illness. It is believed by some that this 
type of headache is a variant of migraine. 


Atypical Neuralgia Variants 


The clinical picture of this group does 
not form such a distinct clinical entity. 
The pain frequently is characterized as 
being deep-seated or poorly localized, 
and is described as pulling or gripping. 
The attacks tend to be prolonged, and 
association with cranial autonomic symp- 
toms and signs is less marked. In many 
instances the attacks of pain initially are 
periodic but later may become continu- 
ous. The headache occurs predominantly 
in females. Atypical neuralgia variants 
have multiple mechanisms which include 
vascular, muscular, and psychogenic 
components alone or in combination. In 
many instances, the patients are suffer- 
ing from psychoneurotic conversion or 
compulsion reactions, and there is fre- 
quently a history of the initial pain oc- 
curring at the time of a significant event 
in the emotional life of the patient. The 
diagnosis should not be made by exclu- 
sion but on evidence presented in psy- 
chological examination of the patient. 
This type of patient often has had many 
unnecessary surgical, dental and medi- 
cal procedures. The reaction to drugs is 
frequently ephemeral and inconsistent 
with the known pharmacologic action of 
the chemical taken. As previously noted, 
separation of these patients into two 
groups is of some value to the clinician 
in understanding the management of the 
problem, but it must be clearly under- 
stood that many intermediate forms oc- 


cur. 
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Treatment 


In the management of patients with 
atypical facial pain, the object of treat- 
ment is twofold: prophylactic, to relieve 
the underlying cause and prevent subse- 
quent attacks; and symptomatic, to al- 
leviate the pain of an immediate attack. 


Prophylactic 


No specific treatment has proved ef- 
fective in long-term management of 
atypical neuralgias. Reported effective 
treatment by medical measures including 
vitamin Bis, avoidance of allergens -in- 
cluding food, desensitization, etc., have 
not proved successful in the long-term 
management of atypical neuralgias. The 
number of chemical agents recommend- 
ed would indicate the unsatisfactory 
status of medical treatment. In many 
instances, confidence transferred to pa- 
tients by overenthusiastic therapists ac- 
counts for the good results with these 
various methods. Surgical approaches to 
the problem have in general met with 
failure. 


In our Own experience, any success 
of prophylactic therapy must be based 
upon an unbiased analysis of each indi- 
vidual patient. Flexibility in therapy is 
the keynote. In most patients with com- 
plaints of atypical neuralgia, psycho- 
therapy is the most important single 
method of treatment. In any of these 
patients, facial pain is only one of the 
many manifestations of a marked per- 
sonality disturbance. Such therapy in 
many patients is within the realm of the 
general practitioner, but in other in- 
stances, more formalized psychotherapy 
is necessary. 


Symptomatic 


Symptomatic treatment of atypical 
neuralgia is essentially based on phar- 
macotherapy. In the cluster headache 


group, the most effective relief of pain 
is obtained by early and adequate ad- 
ministration of ergotamine preparations 
and caffeine, alone or combined with 
antiemetics and/or sedatives. The mech- 
anism of cluster headaches being essen- 
tially one of dilatation, the use of ergot- 
amine is specific for this group. Al- 
though parenteral medication acts rapid- 
ly, it presents several handicaps: diffi- 
culty in self-administration, often ne- 
cessitating calling a physician; and 1m- 
practicability while at work, social func- 
tions, etc. In our experience, in general, 
suppositories prove to be more effective 
than oral administration and are more 
rapid in action. In the atypical neuralgic 
variants there is no specific symptomatic 
therapy. Relief has been secured with a 
variety of combinations, usually anal- 
gesics combined with antispasmodics, 
stimulants such as amphetamine, tran- 
quilizers or sedatives. The importance of 
psychological factors influencing the re- 
sults of pharmacotherapy is well illus- 
trated in this group. 


FACIAL PAIN SECONDARY TO OTHER 
EXTRACRANIAL AND INTRACRANIAL 
CAUSES 


Facial pain, often severe, may be 
caused by a wide variety of extracranial 
and intracranial conditions of diverse 
origin. This group would include the fol- 
lowing: pain of dental origin; tumors 
of the mandible and disorders of the 
temporomandibular joint; disorders of 
the eye and orbit; disturbances of the 
nasal and paranasal structures such as 
sinusitis; tumors of the nasopharynx; 
temporal arteritis; postherpetic neural- 
gia; referred pain from cervical disc 
and coronary thrombosis ; tumors of the 
cranial nerves, mainly five and eight; 
intracranial tumors with secondary 
nerve compression; aneurysms and 
anomalies of blood vessels; and numer- 
ous other conditions. 
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A discussion of the diagnosis and dif- 
ferential diagnosis of this group is be- 
yond the scope of this paper. An ap- 
proach to such a multitude of clinical 
conditions in a localized area such as the 
face can be made by the realization that 
pain in this group is usually conducted 
by specific neuroanatomic pathways at 
various levels, starting peripherally and 
moving centrally in the nervous system. 
Thus, pain can be considered to arise at 
the specific nerve endings for pain in the 
skin, by involvement of peripheral 
nerves, sensory root ganglia, posterior 
roots, and of pain pathways in the spinal 
cord and brain stem. Thalamic pain and 
modification of pain perception by cere- 
bral lesions also occur. Finally, pain of 
vascular origin reaches the central nerv- 
ous system either by a direct somatic 
route or via the sympathetic pathways. 


Effective management requires a di- 
agnosis based on a complete history, 
thorough physical and neurologic exam- 
ination, and the use, when needed, of 
appropriate ancillary studies. Although 
the incidence of organic disease is low in 
patients with facial pain as a group, nev- 
ertheless it must be carefully ruled out 
in each patient, for early and correct 
diagnosis will save the patient much 
pain, useless procedures and, in some 
instances, his life. Treatment stems log- 
ically from the proper etiologic diagno- 
sis, being aimed at the specific causative 
conditions. Such facial pains are treated 
through control of the primary disease. 
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DISCUSSION 


A.Frep M.D., Rochester, Minne- 
sota: The paper prepared and presented by 
Drs. Friedman and Carton is timely and most 
instructive. A concise and workable outline 
has been offered to assist the physician im the 
diagnosis of problems of facial pain. These 
problems often may require the analytical ef- 
forts of internists, neurologists, neurosurgeons 
and psychiatrists because acceptance and inter- 
pretation of the complaint of pain cannot be 
based reliably on the results of any objective 


test. Every person reacts differently to pain-. 


ful impulses. I think that is the crux of the 
so-called facial pain problem. 


As these authors have said, surgical pro- 
cedures usually will relieve facial pain caused 
by neuralgias of the fifth, ninth, and tenth 
cranial nerves, whereas the treatment of the 
minor neuralgias still leaves much to be de- 
sired. Psychogenic overlay often can lead the 
diagnostician into a trap. Each patient, there- 
fore, should be given the benefit of a thor- 
ough examination to exclude an organic le- 
sion that could be attacked surgically before 
an expensive regimen is undertaken in an 
attempt to treat facial pain. 


The essayists have endeavored to categorize 
the various types of atypical neuralgias and 
have rightly subdivided them into two groups, 
namely, cluster headaches and atypical neu- 
ralgic variants. The cluster headaches simu- 
late the type of pain frequently referred to 
by others as Horton’s cephalalgia, vasodila- 
tion headache or a variant of migraine. The 
important part in the management of a prob- 
lem of facial pain is to determine immediately 
whether a specific cause for the pain can be 
found before proceeding on the hypothesis 
that the “pain” is functional. Intracranial tu- 
mors, vascular malformations or tumors of 
the foramen magnum compressing the lower 
medullary or upper cervical portion of the 
spinal cord may escape detection unless precise 
examinations are undertaken to exclude these 
possibilities. For example, the corneal reflex 
test frequently is overlooked or is carried 
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out carelessly. The presence of unilateral or 
bilateral reduction in corneal sensation in a 
patient complaining of facial pain may be 
the only objective sign to suggest compression 
of the upper part of the spinal cord. 


Roentgenograms of the skull made in an- 
teroposterior, posteroanterior and stereolateral 
projections should be obtained during the ex- 
amination of every patient complaining of 
facial pain. Early erosion of the petrous bone 
or destruction of the clivus by a chordoma or 
the presence of an osteoma may be the only 
positive clinical findings in the early stages 
of a problem of facial pain. A careful history 
may elicit the information that sudden deaf- 
ness was the only symptom for many months 
prior to the development of facial pain in the 
presence of a lesion at the cerebellopontine 
angle. Tinnitus may be absent and the laby- 
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rinth may be found to be dead on caloric 
testing. Gibilisco has shown that the teeth 
might be responsible for atypical facial pain. 


When the clinician can exclude the major 
neuralgias, the presence of compression of 
the cervical portion of the spinal cord or an 
intracranial pathologic process as the cause 
of the patient’s facial pain, then he is justified 
in assuming that other less serious factors are 
responsible for the patient’s symptoms. 


Unfortunately, today the term “psychogenic 
overlay” is used too readily in the evaluation 
of a patient’s problem, thereby clouding the 
issue unnecessarily and encouraging a costly 
delay in the establishment of a diagnosis. The 
confidence of these patients in themselves and 
their physicians, as well as that of their im- 
mediate family, could be placed in jeopardy. 
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RETINAL INVOLVEMENT IN IDIOPATHIC HYPERLIPEMIA 


FREDERICK C. BLopI 
IOWA CITY, IOWA 


In idiopathic hyperlipemia, the tri- 
glycerides in the serum are markedly in- 
creased. Especially high is the chylomi- 
cron, a lipoprotein of low density, which 
gives the serum the milky appearance 
typical of hyperlipemia. As this com- 
pound contains about 5 to 10 per cent 
cholesterol and phospholipids, the choles- 
terol level in patients with this condition 
will also be slightly elevated. 


The most frequently observed ocular 
manifestation in idiopathic hyperlipemia 
is a lipemia retinalis. This unusual fun- 
dus picture has been observed in a num- 
ber of patients.. Other changes asso- 
ciated with hyperlipemia observed in 
and around the eye are lipid keratitis and 
xanthoma of the lids.® 


Retinal lesions of a peculiar type have 
also been observed in idiopathic hyper- 
lipemia.''3' These were described as 
macular edema, yellowish white deposits 
along the vessels and diffusely distribut- 
ed, retinal detachment, and hemor- 
rhages. It is interesting to note that a 
quite similar retinal picture has been 
found in hypercholesteremic xanthoma- 
tosis.’ 


The fundus picture of our patient was 
practically identical with the descrip- 
tions and illustrations of the patients 
mentioned above. In additon, we had an 
opportunity to examine one globe his- 
tologically. 


From the Department of Ophthalmology, State Uni- 
versity of lowa and the Ophthalmology Service of 
the Veterans Administration Hospital. 


Presented as a Clinicopathologic Case Report at the 
Sixty-Fourth Annual Session of the American Acad- 
emy of Ophthalmology and Otolaryngology, Oct. 11-16, 
1959, Chicago. 
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CASE REPORT 


This 47-year-old white male (J.A.B., 
VA 33217) was first seen in June 1955 
because of a sudden loss of vision in 
the right eye three weeks prior to ad- 
mission. He was well aware of this loss 
because as a crane operator he missed 
depth perception. The eye was neither 
painful nor inflamed. The history was 
otherwise noncontributory. 


FIG. 


patient was first seen. 


1—A drawing of the right fundus when the 


The physical examination revealed no 
pathologic findings except in the eyes. 
Vision in the right eye was reduced to 
6/24. The anterior segment was nor- 
mal, and the lens was clear. The vitreous 
contained a few opacities and showed a 
posterior detachment. The disc was nor- 
mal. The macula showed a marked 
edema. There were a few, quite large, 
yellowish deposits in the periphery of 
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the fundus, and some of them contained 
a central hemorrhage. The vessels in 
the lower temporal segment showed 
aneurysmatic dilatations. The arterioles 
in the upper nasal segment had a partial, 
yellowish sheathing. There were two 
large pigmented lesions in the upper 
periphery (fig. 1). Vision in the left eye 
was 20/20. The eye was entirely normal 
except for a few aneurysmatic dilata- 
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between 0.50 and 0.53. (Upper normal 
values lie between 0.05 and 0.09.) The 
cholesterol level in the serum was be- 
tween 320 and 395 mg. per 100 cc. 
(Upper normal limit is 250 mg. per 100 
cc.) The serum proteins were normal. 
The fasting and postprandial blood sugar 
levels were normal. The vitamin A toler- 
ance test showed a prolonged retention 
in the blood stream of this fat-soluble 


FIG. 2—Large cystic spaces are visible in the detached retina. 


tions of the arterioles in the upper nasal 
periphery with yellowish lines along the 
vessel walls. The lesions in the left eye 
did not change during the entire period 
of observation. 


The usual laboratory tests (serologic 
test for syphilis, urinalysis, blood pic- 
ture and chest roentgenogram) gave 
normal results. It was, however, noted 
that the serum had a milky character. 
Total lipids at this time were between 
1800 and 2400 mg. per 100 cc. (The 
upper normal value lies at 800 mg. per 
100 ce.) Gravimetric determination of 
the serum optical density gave values 


vitamin. Intravenously injected heparin 
reduced the serum optical density by 10 
per cent. It also showed that there was 
no lack of endogenous lipase, as the 
glycerol production faculty of the serum 
rose from zero before to 1.30 micro- 
moles per cubic centimeter of incuba- 
tion media after the intravenous admin- 
istration of heparin. The turbidity of the 
serum was at first increased so that there 
was only 10 per cent of the normal opti- 
cal transmission. On a low-fat diet this 
rose to 29, 33, and finally 70 per cent.* 


*I am indebted to Dr. William Connor, Department 
of Medicine, for biochemical work-up. 
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the outer layers of the retina. (Bottom) A higher power shows empty fat 


ic spaces in 


FIG. 3—(Top) Cyst 
droplets in the cyst. 
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The vision in the right eye deteriorat- 
ed slowly. The patient was put on a low- 
fat diet, ACTH and Cortisone. The 
macular area and the temporal periphery 
became detached. A definite temporal 
hole appeared in the 9 o’clock meridian 
near the equator. A retinopexy with 
diathermy was done on March 22, 1956. 
The retina did not re-attach, and on June 
7, 1956, lamellar scleral resection was 
done over the temporal half of the right 
eye. [The improvement was only tempo- 
rary and the retina was soon totally de- 
tached. The eye became blind and pain- 
ful. A secondary glaucoma developed 
and an enucleation was done on Septem- 


ber 17, 1957. 


The microscopic examination of the 
enucleated right eye (Path. 3426) 
showed a complete retinal detachment. 


The Essential Microscopic Findings 
The corneal epithelium is partly miss- 


ing. The angles of the anterior chamber 
are open, but the trabecular meshwork is 
denser than normal. There are some 
newly formed blood vessels on the iris. 


FIG. 
a retinal vessel (oil-red). 


5—(Left) Fat is seen in the walls of a retinal vessel (oil-red). 
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FIG. 4—With a fat stain (oil-red) these cysts are 
found to be filled with fat. 


The retina is totally detached. In it are 
numerous pink-staining deposits’ and 
large cystic areas, of which some are 
empty and some are filled with a pale- 
staining fluid (fig. 2). Most of these 
deposits and cysts lie in the deeper lay- 
ers of the retina (fig. 3). A few hem- 
orrhages can be seen. 


Right) Fat is also present within 
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The fat stains show that many of 
these cysts contain fat (fig. 4). Fat is 
also seen around the retinal blood ves- 
sels and in the vessels themselves (fig. 
5). Smaller fatty deposits are found in 
all the layers of the retina (fig. 6). 


DISCUSSION 


1. The first clinical symptom in this 
patient was loss of vision in one eye. 
This has been observed before® in idio- 
pathic hyperlipemia, and this entity 
should be kept in mind when the fundus 
picture is characterized by yellow de- 
posits, retinal edema, hemorrhages, 
aneurysmatic dilatation of the retinal 
vessels, and retinal detachment. 


2. The clinical picture was, in the en- 
tire course of the disease, indistinguish- 
able from the classic picture of Coats’s 
disease. It is, therefore, quite possible 
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FIG. 6—Small fat deposits in the deep retinal layers (oil-red). 


that other cases of Coats’s disease could 
be associated with or caused by a hyper- 
lipemia. 


It is interesting to note that the un- 
usual accumulation of foam cells in 
Coats’s disease has suggested the possi- 
bility of a localized retinal xanthoma*!! 
although retinal involvement is extreme- 
ly rare in idiopathic hypercholesteremic 
xanthomatosis.? The most frequent man- 
ifestation of ophthalmic interest in this 
condition is a xanthelasma, which is rare 
in idiopathic hyperlipemia.*® 


It seems, therefore, quite possible 
that the clinical picture of Coats’s dis- 
ease may be precipitated by a number of 
pathologic processes. It is quite likely 
that an angiomatous malformation is 
the most frequent one.'*? However, in- 
flammations,’ plasma protein changes? 
and other pathologic conditions have 
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been found to cause the clinical picture 
of Coats’s disease. Idiopathic hyper- 
lipemia may be added to that list. 


3. Histologic examination of the 
enucleated globe revealed fatty deposits 
in all the layers of the retina, especially 
in and around the vessels. This was ap- 
parently followed by a cystoid degenera- 
tion of the retina and a detachment. 
These findings are at variance with the 
histologic picture seen in a case of hy- 
percholesteremic xanthomatosis.'° In 
this case too the retina contained mate- 
rial which stained with the ordinary fat 
stains, but foam cells were conspicuous. 
This type of idiopathic fatty deposits in 
the retina also differs markedly from 
a secondary fatty degeneration of the 
retina following a long-standing retinal 
detachment or an intraocular inflamma- 
tion.’ In these secondary degenerations, 
fat is mainly deposited in foam cells, 
the pigment epithelium and Miller’s 


fibers. 
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Memoriam 


April 29, 1960 
Joseph I. Gouterman........... Philadelphia, Pennsylvania 
August 9, 1960 
Walter Grant Hendrie................ St. Paul, Minnesota 
August 5, 1960 
May 9, 1960 
June 3, 1960 
James Mallernee Huston.......... Los Angeles, California 
July 15, 1960 
Wills Elmer Keith................ Kansas City, Missouri 
July 11, 1960 
April 24, 1960 
August 8, 1960 
June 13, 1960 
Anne Lardner Moore Shannon...... Montclair, New Jersey 
May 5, 1960 
James Kennedy Stewart.......... Wheeling, West Virginia 
April 28, 1960 


The name of Frank L. Cohen on the In Memoriam page of the 
July-August 1960 issue of the TRANSACTIONS was published through 
error. 
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An outgrowth of special interests 
within the Academy in the past decade 
has resulted in the organization of Acad- 
emy members into societies limited in 
membership to those qualified to per- 
form special technical services in fields 
within the broad scope of ophthalmol- 
ogy, otolaryngology and plastic surgery. 
The purposes of such groups are ex- 
pressed in their constitutions and by- 
laws or in articles of incorporation 
adopted by the respective groups. Each 
has its elective offices, collects dues, sets 
up its own scientific programs and pays 
its own expenses. They are autonomous 
and pay no tribute to the Academy. The 
reasons for the formation of affiliate 
societies are apparent to all who have 
regularly attended the annual meetings 
of the Academy. 

The amazing advances that have been 
made in sciences appertaining to ear, 
nose and throat practice have so stim- 
ulated research in therapeutic procedures 
that it is far beyond the capacity of any 
one practitioner to familiarize himself 
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with the entire field with more than an 


academic interest. Every one encourages 
progress in investigation of all angles 
and is willing to give support. Support 
consists in membership dues, which are 
nominal, and attendance at programs of 
scientific assemblies. Many struggle 
courageously to keep abreast of the ad- 
vance tide of discovery and even of 
theory, and devote time and study to a 
limited and restricted field at the ex- 
pense of other sidelines. The specialties 
undertaken depend upon the character 
of practice, location, environment and 
capacity to participate in exploration and 
experiment of the individual. Member- 
ship in affiliate groups is not necessarily 
restricted to Academy members but the 
great majority of members with medical 
degrees are also members of the Acad- 
emy. The affiliates usually hold an an- 
nual meeting at the time and place of 
the Academy meeting and conduct a pro- 
gram of scientific papers, panels, fo- 
rums, motion pictures and business ses- 
sions. Some hold annual banquets, 
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cocktail parties and other social affairs. 
They arrange their own programs with- 
out consultation with the Program Com- 
mittee of the Academy other than to fix 
a time and place for their special so- 
ciety meeting. They conduct their own 
affairs as independent societies, as in- 
deed they are. They are not sections of 
the Academy authorized by the Council 
and are not controlled by the Academy 
administrative officials. Any action taken 
by one of the affiliate groups or any 
statement made under its auspices does 
not necessarily represent the opinion of 
the Academy. 


Therein lies one of the cogent reasons 
for Academy affiliates. Our mixed mem- 
bership is hardly an appropriate body to 
pass judgment on the quality of a theo- 
rem which it does not fully understand. 
Much of the scientific program is over 
the head of the uninitiated practitioner 
and he would elect to read the papers in 
the TRANSACTIONS rather than to take 
time at the meeting to hear it read. His 
interest in the subject is potential as well 
as academic. 


There is, however, a paternalistic 
oversight on the part of the Academy 
that is mutually advantageous. It is the 
intention of the Program Committee to 
have at least one paper on the Academy 
Program arranged by each affiliate 
group. Joint sessions are sometimes 
scheduled, with a jointly prepared pro- 
gram. The papers of joint meetings are 
published in the TRANSACTIONS when- 
ever requested by the author or his group 
chairman. In the case of the American 
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Association of Orthoptic Technicians, 
their entire proceedings and abstracts 
are published by the Academy as an an- 
nual, the American Orthoptic Journal. 


A distinction between affiliated so- 
cieties and Council Committees is not 
clear to all members. One affiliate stated 
in its constitution and by-laws that it 
was a “Section of the American Acad- 
emy of Ophthalmology and Otolaryn- 
gology.” The distinction lies in adminis- 
tration. The Council appoints committee 
members and pays their expenses to 
committee meetings. The affiliate socie- 
ties elect their officers without reference 
to the Academy and they pay their own 
way. 


This is a very healthy arrangement 
and the Academy Council approves it. 
The Pan-American Associations of 
Ophthalmology and of Otolaryngology 
were founded by the Academy at Acad- 
emy expense, then filed for autonomy 
when they became able to function with- 
out subsidy. Other societies have been 
launched in similar fashion. The Acad- 
emy programs are arranged for the great 
majority of members who do not belong 
to afhliate groups ; consequently they are 
less technical and in the main represent 
acceptable manifestations of medical 
progress. The affiliates are loyal to the 
Academy and support it fully, while at 
the same time they enjoy the free air of 
unrestricted space. Here is an example 
of free democratic action typical of med- 
ical specialists ; the most highly individ- 
ual technologist maintains his fealty to 


the Academy. 
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LETTER TO THE EDITOR 


August 31, 1960 


Dear Dr. Benedict: 


Thank you very much for your kind 
letter of August 11. 1 accept with grati- 
tude your offer to send me the material 
for the Home Study Course also for 
the coming year. 


The course is still alive here. I have 
participants from Denmark, Norway 
and Sweden, but for the time being 
none from Finland. 


The ophthalmo-pathologist Dr. Ry 
Andersen from Copenhagen is busy pre- 
paring a set of pathology slides similar 
to the loan sets of the American Acad- 
emy. Dr. Zimmermann, Washington, D. 
C., was kind enough to loan me such a 
set which has served us as a model. 


At the XV Scandinavian Congress of 


Ophthalmology in Oslo in June this year 
I spoke on the role of the Home Study 
Course in the future training of oph- 
thalmologists in Scandinavia and at the 
same meeting conducted a course on the 
Embryology of the Eye by means of 
slides and the film which you were kind 
enough to loan me for this occasion. 


This film has been purchased by “the 
Societas Filmarkiv’” in Gotenburg and 
is now to be rented by Scandinavian 
ophthalmologists. 


| think this is the present status and 
will keep you informed of any important 
events regarding the Course in the fu- 
ture. 


Very truly yours, 


| Signed] Knup K. DREISLER 
Jernbaneplads, Holbzk 
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Necrology 


IN MEMORIAM 
September 1, 1959, to September 1, 1960 


George Eli Adkins, Jackson, Mississippi 
William W. Alderdyce, Toledo, Ohio 
Robert Elmer Anslow, Detroit, Michigan 


Edwin Clarence Bach, Milwaukee, Wis- 
consin 

Frank Barber, Lima, New York 

Hans Barkan, San Francisco, California 

Luther Franklin Beetem, Madison, Indiana 

Lynwood Kent Best, Charleston, South 
Carolina 

William Henry Braunlin, Marion, Indiana 

Wilbur Max Brown, Mansfield, Ohio 

Edgar Brower Burchell, Larchmont, New 
York 

Austin Frederick Burdick, Grand Ledge, 


Michigan 

Harold James Cannon, Milwaukee, Wis- 
consin 

Eugene Leslie Christensen, Los Angeles, 
California 

Lloyd Houghton Clark, Penfield, New 
York 

George Morrison Coates, Philadelphia, 


Pennsylvania 

Claude Carr Cody, Jr., Houston, Texas 

Marvin McTyeire Cullom, Nashville, Ten- 
nessee 

Daniel Sylvester Cunning, 
New York 


Frank Garrett Folken, Albert Lea, Min- 
nesota 


New York, 


Emmette Trible Gatewood, Richmond, 
Virginia 

Joel Marion Gibbons, Van Nuys, Cali- 
fornia 


John Henry Gilligan, Arlington, Virginia 
Herbert Hartman Glosser, Wellsville, New 


York 

Thomas Martin Goodwin, Elkins, West 
Virginia 

Charles William Gosney, Los Angeles, 
California 


Arthur Stanley Hale, Detroit, Michigan 
Clyde Ernest Harner, Leucadia, California 
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Joshua Harley Harris, Memphis, Tennes- 
see 

Robert Henner, Chicago, Llinois 

Albert Hiram Herr, Lima, Ohio 

Kendall Hooper, Flint, Michigan 

Donald MacLean Howell, Saginaw, Michi- 


gan 
James Mallernee Huston, Los Angeles, 
California 
Leonard Warburton Jones, Rochester, 
New York 


Robert Budd Karkeet, Portland, Oregon 

Samuel Isidor Kaufman, Chicago, [Illinois 

Willis Elmer Keith, Kansas City, Missouri 

Francis Lawrence Kennedy, St. Louis, 
Missouri 


Verne Lee Lance, Fresno, California 
George A. Leahey, Lowell, Massachusetts 
Robert Farris Loughmiller, Oklahoma 
City, Oklahoma 
Mercer Genin Lynch, 
Louisiana 


New Orleans, 


Emil R. Mayerberg, Wilmington, Dela- 
ware 

John William Mayher, Columbus, Georgia 

James Hoyt Maxwell, Ann Arbor, Michi- 


gan 
Archibald Duncan McCannel, Minot, 


North Dakota 

James Homer McCready, Pittsburgh, 
Pennsylvania 

Gordon Judson McCurdy, Phoenix, Ari- 
zona 

Bertha Schenck McDavitt, Fort Worth, 
Texas 

Francis Lambert McGannon, Lakewood, 
Ohio 

James Wilson McKennan, Washington, 
Pennsylvania 

John Boyd McMurray, Washington, Penn- 
sylvania 


Forrest Wayne Merica, Lakewood, Ohio 
Maurice Elias Mesirow, San Francisco, 
California 
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Claude Hammet Miears, Austin, Texas 

Isidore Miller, New York, New York 

Wade Hampton Miller, Kansas City, 
Missouri 


William Wallace Morrison, New York, 
New York 


Felix Robert Nager, Zurich, Switzerland 
Charles Frederick Nelson, Cleveland, Ohio 


Donald Hunter O’Rourke, Denver Colo- 
rado 


Robert Eunice Parrish, San Antonio, 
Texas 
George Henri 
chusetts 
William Campbell Posey, Jr., Bryn Mawr, 

Pennsylvania 
Lowell Bernard Privett, Boise, Idaho 


Harley Winfield Qualls, Memphis, Ten- 
nessee 


Poirier, Boston, Massa- 


Philip Lipsey 
California 

Asher Harry Rubenstein, Syracuse, New 
York 


Romonek, Beverly Hills, 


Thomas Sage, Detroit, Michigan 

Charles Edward Savery, Deerfield Beach, 
Florida 

Anne Lardner Moore Shannon, Montclair, 
New Jersey 

Elbert Stetson Sherman, Newark, New 
Jersey 

Henry Lee Sloan, Charlotte, North Caro- 
lina 

Dean Stanley Smith, LaCrosse, Wisconsin 

Franklin Calton Smith, Charlotte, North 
Carolina 

Ellis H. Steffensen, Detroit, Michigan 

Frank Charles Sternes, Cicero, Illinois 

James Kennedy Stewart, Wheeling West 
Virginia 

Eutimio Domenico Tenaglia, St. Louis, 

Missouri 


Arthur James 
Pennsylvania 

Robert Sellman Gray Welch, Annapolis, 
Maryland 


William Peter Woodworth, Detroit, Mich- 
igan 


Wagers, Philadelphia, 


GEORGE ELI ADKINS 


George Eli Adkins was born on Septem- 
ber 9, 1881, in Winona, Mississippi. He 
attended the University of Tennessee and 
the University of Kentucky School of 
Medicine, receiving his degree as Doctor 
of Medicine in 1908. 


Dr. Adkins began the practice of medi- 
cine in 1909 in Louise, Mississippi. In 
1912, after doing postgraduate work at 
the Eye, Ear, Nose and Throat Hospital 
in Chicago and in Roanoke, Virginia, he 
moved to Jackson, Mississippi, where he 
organized the Jackson Infirmary, which 
became the St. Dominic-Jackson Memorial 
Hospital. Dr. Adkins owned and operated 
the first x-ray unit in Jackson and per- 
formed the first mastoidectomy in Jack- 
son. He was associated with the St. Dom- 
inic-Jackson Memorial Hospital and the 
Mississippi Baptist Hospital. 


A Life Fellow of the American Acad- 
emy of Ophthalmology and Otolaryn- 
gology, Dr. Adkins was also a fellow in 
the American College of Surgeons, and a 
member of the American Medical Associ- 


ation, of the American Radiological So- 
ciety, the Louisiana-Mississippi Ophthal- 
mological and Otolaryngological Society, 
and the Southern Medical Association. He 
was certificated by the American Board 
of Otolaryngology in 1927. 


Dr. Adkins died January 13, 1960, in 
Jackson, Mississippi, aged 78. He is sur- 
vived by his wife. 


WILLIAM W. ALDERDYCE 


William W. Alderdyce was born in Bel- 
fast, Ireland, on December 18, 1871. He 
received his preliminary education in Bel- 
fast and earned his degree in medicine 
from the Toledo Medical College in 1900. 
Dr. Alderdyce began his practice in 
Cleveland, Ohio, in 1900, later moving to 
Toledo, where he became associated with 
Flower Hospital. 


Dr. Alderdyce was a Life Fellow of the 
American Academy of Ophthalmology and 
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Otolaryngology, a fellow in the American 
College of Surgeons, a member of the 
American Medical Association and local 
medical societies. He was president of 
the Academy of Medicine of Toledo and 
Lucas County in 1927. He served as secre- 
tary and trustee of this organization, and 
for 33 years, as treasurer. 


Dr. Alderdyce died July 3, 1959, in 
Toledo, aged 87 years. He is survived by 
his wife and a son. 


ROBERT ELMER ANSLOW 


Robert Elmer Anslow was born on June 
9, 1895, in Ionia, Michigan. He attended 
Olivet College in Olivet, Michigan, and the 
University of Michigan Medical School, 
receiving his degree as Doctor of Medicine 
in 1920. Dr. Anslow served his internship 
and residencies in ophthalmology and oto- 
laryngology at Harper Hospital in De- 
troit. He was certificated by the American 
Board of Ophthalmology in 1949. 


Dr. Anslow practiced his specialty in 
Detroit. He was associated with Harper 
Hospital throughout his medical career, 
having advanced from assistant surgeon, 
to junior surgeon, surgeon, chief of oph- 
thalmology, and finally to senior surgeon. 


Dr. Anslow was a Fellow of the Ameri- 
can Academy of Ophthalmology and Oto- 
laryngology, a member of the Detroit 
Ophthalmological Club, the Detroit Oph- 
thalmological Society, the Detroit Oto- 
laryngological Society, the American 
Medical Association, and state and local 
medical societies. 


Dr. Anslow died on March 16, 1960, in 
Detroit. 


EDWIN CLARENCE BACH 


Edwin Clarence Bach was born March 
21, 1897, in Milwaukee, Wisconsin. He at- 
tended the University of Wisconsin, re- 
reiving his Bachelor of Science degree in 
1920 and his degree as Doctor of Medicine 
from the University of Pennsylvania 
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Medical School in 1922. He studied at the 
University of Vienna in 1925 and served 


a preceptorship under his father, Dr. 
James A. Bach, in 1926. He began his 
practice of otolaryngology in 1926 in Mil- 
waukee. 


Dr. Bach was on the faculty of Mar- 
quette University School of Medicine as 
an instructor in otolaryngology. He was 
associated with Milwaukee Children’s 
Hospital, and since 1926 has been a mem- 
ber of the staff of St. Mary’s Hospital, 
serving as president of staff in 1948. 


Dr. Bach was a Fellow of the American 
Academy of Ophthalmology and Otolaryn- 
gology. He held membership in the Mil- 
waukee Oto-Ophthalmic Society, the 
American Medical Association, the Wis- 
consin State Medical Society, and the Mil- 
waukee County Medical Society. 


Despite progressive disability due to 
osteo-arthritis of his hips, Dr. Bach con- 
tinued surgical work in his specialty and 
engaged in many physical activities out- 
side his practice. 


Dr. Bach died at home on February 7, 
1960. He is survived by his wife, two 
sons and a daughter. 


FRANK BARBER 


Dr. Frank Barber, a Life Fellow of the 
American Academy of Ophthalmology and 
Otolaryngology, died in Rochester, New 
York, on October 26, 1959. 


Born January 29, 1883, in Keuka, New 
York, Frank Barber received his medical 
degree from the Hahnemann Medical Col- 
lege in Philadelphia in 1907, and did post- 
graduate work in ophthalmology at the 
New York Eye and Ear Infirmary. 


Dr. Barber began practice of his spe- 
cialty in Rochester, New York, in 1908. 
He was on the staff of Genesee Hospital 
from 1908 to 1959, and Chief of the Oph- 
thalmological Service from 1945 to 1955. 
He was associated with Rochester Mu- 
nicipal Hospital, assistant surgeon at 
Strong Memorial Hospital, and Senior 
Clinical Instructor in Ophthalmology at 
the University of Rochester School of 
Medicine. He also served on the medical 
staff of the Eastman Kodak Company. He 
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was certificated by the American Board 
of Ophthalmology in 1923. 


Dr. Barber was a member of the 
Rochester Academy of Medicine, the 
Rochester Pathological Society, the Amer- 
ican Medical Association, and the Monroe 
County Medical Society. 


Dr. Barber is survived by his wife, 
Dorothy Bell Barber, a son and a daugh- 
ter. 


HANS BARKAN 


Dr. Hans Barkan, a Life Fellow of the 
American Academy of Ophthalmology and 
Otolaryngology, died at the age of 77 
years on March 7, 1960, in San Francisco, 
California. 


Hans Barkan was born on July 26, 1882, 
in San Francisco. He attended Stanford 
University and Harvard University Medi- 
cal School, receiving his degree of Doctor 
of Medicine in 1910. Dr. Barkan studied in 
Vienna under Ernst Fuchs for a few years 
and then returned to the United States to 
teach pathology at Harvard University. 


In 1914, Dr. Barkan established a prac- 
tice in Ophthalmology in his native city. 
He was consultant at San Francisco Hos- 
pital and clinical professor of ophthal- 
mology and chief of the division at Stan- 
ford University School of Medicine. He 
retired from active practice in 1954. 


Dr. Barkan was a member of the Amer- 
ican Ophthalmological Society, the Society 
for Research in Ophthalmology, the Ger- 
man Ophthalmological Society, and the 
Viennese Ophthalmological Society. He 
was also a trustee of Mills College and 
Thatcher School at Ojai. 


Music was one of Dr. Barkan’s many 
interests. He was a violinist, at one time a 
member of the San Francisco Symphony 
Orchestra, and the author of a book en- 
titled “Brahms and Billroth: Letters from 


a Musical Friendship.” Dr. Barkan’s 
brother, the late Otto Barkan, also an 
ophthalmologist, was well-known for his 
work in glaucoma. His father, a Hun- 
garian immigrant, was one of the original 
members of the faculty of the Stanford 
University Medical School. 
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Dr. Barkan is survived by his wife 
Phoebe Bunker Barkan, a son and a 
daughter. 


LUTHER FRANKLIN BEETEM 


Luther Franklin Beetem was born in 
1901 in Carroll County, Kentucky. He 
attended the University of Kentucky and 
the University of Cincinnati, receiving his 
degree of Doctor of Medicine in 1932. Dr. 
Beetem did postgraduate work in oto- 
laryngology at Washington University in 
St. Louis, from 1937 to 1938. He was cer- 
tificated by the American Board of Oto- 
laryngology in 1940. 


Dr. Beetem began the practice of oto- 
laryngology in Madison, Indiana, where 
he became associated with King’s Daugh- 
ters’ Hospital. He served in World War 
II as a captain in the Medical Corps, from 
1942 to 1945. 


Dr. Beetem was a Fellow of the Ameri- 
can Academy of Ophthalmology and Oto- 
laryngology, and also held membership in 
the Cincinnati Ophthalmological Society, 
the American Medical Association, the 
Indiana State Medical Society, and the 
Jefferson County Medical Society. 


Dr. Beetem died on January 26, 1960, 
in Louisville, Kentucky. 


LYNWOOD KENT BEST 


Dr. Lynwood Kent Best died in Charles- 
ton, South Carolina, on January 19, 1960. 
He was a Life Fellow of the American 
Academy of Ophthalmology and Otolaryn- 
gology. 


Born in Caswell County, North Caro- 
lina, in the year 1904, Lynwood Kent Best 
received his degree as Doctor of Medicine 
from the Medical College of South Caro- 
lina in 1928. He then served a residency 
in ophthalmology at the Eye and Ear 
Hospital in Pittsburgh, and became a clin- 
ical assistant at the Eye Clinic of the 
University of Pennsylvania. Dr. Best was 
certificated by the American Board of 
Ophthalmology in 1934. 
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Dr. Best began his practice of ophthal- 
mology at Trusedale Clinic in Fall River, 
Massachusetts, in 1931. He later moved 
to Charleston, where he became associated 
with Baker Memorial Sanatorium, Roper 
Hospital and St. Francis Xavier Hospital. 


Dr. Best was a fellow in the American 
College of Surgeons and a member of the 
Pan-American Association of Ophthal- 
mology. In 1958 he had the honor of being 
elected to membership in the Oxford Oph- 
thalmological Congress. In World War II, 
Dr. Best served as a Major in the Medical 
Corps and was discharged with the rank 
of Lieutenant Colonel. 


He is survived by his brother, James A. 
Best, and a niece. 


WILLIAM HENRY BRAUNLIN 


Dr. William Henry Braunlin, a Life Fel- 
low of the American Academy of Ophthal- 
mology and Otolaryngology, died Decem- 
ber 22, 1959, in Marion, Ohio. 


Born in Portsmouth, Ohio, in the year 
1882, William Henry Braunlin attended 
the Ohio-Miami Medical College in Cin- 
cinnati, Ohio, receiving his degree as 
Doctor of Medicine in 1904, and did post- 
graduate work in New York City. 


Dr. Braunlin began the practice of 
medicine in Dayton, Ohio. He was a mem- 
ber of the medical staff of the Veterans’ 
Administration Hospitals in Dayton and in 
Marion, Indiana, until 1915, when he en- 
tered private practice in Marion and be- 
came a member of the staff of Marion 
General Hospital. 


Dr. Braunlin held membership in the 
American Medical Association and in 
state and local medical societies. 


Dr. Braunlin is survived by his wife, 
Helen Braunlin, and two daughters. 


WILBUR MAX BROWN 


Wilbur Max Brown was born on Janu- 
ary 9, 1908, in Clarendon, Arkansas. He 
attended the University of Arkansas, re- 
ceiving his degree of Doctor of Medicine 
in 1935. He served his internship and resi- 
dencies in ophthalmology and otolaryn- 
gology at Henry Ford Hospital in Detroit. 


Dr. Brown was certificated by the Ameri- 
can Board of Ophthalmology in 1941. 


Dr. Brown began the practice of his 
specialty in 1940, in Mansfield, Ohio. He 
was on the staff of Mansfield General Hos- 
pital, a member of the consulting staff of 
the Samaritan Hospital in Ashland, Ohio, 
and of the Municipal Hospital in Willard, 
Ohio. 


Dr. Brown was a Fellow of the Ameri- 
ean Academy of Ophthalmology and Oto- 
laryngology, a fellow in the American Col- 
lege of Surgeons, and a fellow in the In- 
ternational College of Surgeons. He was 
a member of the Association of Military 
Surgeons, the International Academy of 
Medicine and Surgery, and the American 
Medical Association. 


Dr. Brown died on December 4, 1959, in 
Mansfield, Ohio. 


EDGAR BROWER BURCHELL 


Dr. Edgar Brower Burchell, an Honor- 
ary Fellow of the American Academy of 
Ophthalmology and Otolaryngology, died 
May 18, 1960, in a nursing home in Amity- 
ville, New York. The story of Dr. Burch- 
ell’s self-education and successful career 
has appeared in national magazines. 


Edgar Brower Burchell was born in 
1871, in New York City. His formal edu- 
cation was limited to the primary grades 
in New York Public Schools. At the age 
of 16 years he was apprenticed to a jew- 
eler; however, shortly after his appren- 
ticeship was begun, his father died, mak- 
ing it necessary for him to seek employ- 
ment which would pay a salary. He took 
a job as porter at the New York Eye 
and Ear Infirmary, where he scrubbed 
floors, washed windows and cleaned bot- 
tles in the laboratories. He worked from 
seven o’clock in the morning to seven 
o’clock at night for seven days a week at 
a salary of $17 per month. It was while 
doing these daily chores at the Infirmary 
that he was exposed to the world of sci- 
ence. During the day he saw experiments 
being done and asked questions. In the 
evenings, stimulated by what he heard and 
saw, he read whatever books he could find 
and tried some of the experiments he had 
seen. One of his first textbooks was a 
volume of “Gray’s Anatomy” left by a de- 
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parting surgeon because it was too bulky 
to fit into his suitcase. Of this book, Ed- 
gar Burchell later said, “God created man 
—but Gray described him.” 


Burchell furthered his education at ev- 
ery opportunity. He attended the free lec- 
tures at Cooper Union and Washington 
Irving High School. He discovered that 
by merely assuming a studious expression 
and carrying a few medical books under 
his arm, he could enter unobserved into 
the lectures and observe the operations at 
Simm’s Operating Theater at the Colum- 
bia Medical College—one of the few cases 
of “academic shoplifting,” on record. 


Through his determination and great 
interest in science, Edgar Burchell ad- 
vanced his position in the laboratory from 
porter to orderly, and then to laboratory 
assistant. His application and persistence 
finally raised him to the position of bac- 
teriologist and attending serologist in the 
Infirmary laboratories. A recognized au- 
thority on the pathology of diseases of the 
eye and ear, Dr. Burchell was consulted 
by surgeons, and instructed medical stu- 
dents at the Infirmary. In 1936 the hon- 
orary degree of Doctor of Science was 
bestowed on him by Roanoke College of 
Salem, Virginia. This was the only degree 
he held. 


On December 16, 1944, at a Jubilee Cele- 
bration marking his fifty years of service, 
Dr. Burchell was made an Honorary Fel- 
low of the American Academy of Oph- 
thalmology and Otolaryngology. He was 
the second man without a medical degree 
to be so honored by the Academy. This 
celebration, which was managed primarily 
by Dr. Bernard Samuels and the members 
of the staff of the New York Eye and Ear 
Infirmary, drew the participation of every 
medical school and hospital in New York. 


Dr. Burchell had an extensive library 
of about 100,000 eye sections and nearly 
400 temporal bones, representing almost 
all of the known diseases and abnormal- 
ities which afflict the eye and ear. 


AUSTIN FREDERICK BURDICK 


Dr. Austin Frederick Burdick, a Life 
Fellow of the American Academy of 
Ophthalmology and Otolaryngology, died 
January 4, 1960, at the Perrington Con- 
valescent Home in Grand Lodge, Michigan. 
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Austin Frederick Burdick was born 
on March 23, 1878, in Lansing, Michigan. 
He received his degree of Doctor of Medi- 
cine in 1902 from the University of Mich- 
igan, Department of Medicine and Sur- 
gery, and did postgraduate work in Lon- 
don, England. 


Dr. Burdick began a practice limited to 
the eye, ear, nose and throat in Beloit, 
Wisconsin. He moved to Lansing, Michi- 
gan, in 1912 and opened a practice there 
which he maintained until his retirement 
in 1941. 


In addition to his membership in the 
American Academy of Ophthalmology and 
Otolaryngology, Dr. Burdick was a mem- 
ber of the Southwestern Michigan Tri- 
ological Society, the Eaton County Medi- 
cal Society, and the American Association 
for the Advancement of Science. For ten 
years he was an associate editor of the 
Michigan Eye, Ear, Nose and Throat 
Monthly. 


Dr. Burdick is survived by his wife, 
Jessie S. Burdick, a son, Dr. Bruce Bur- 
dick of Topeka, Kansas, and two daugh- 
ters. 


HAROLD JAMES CANNON 


Dr. Harold James Cannon died January 
29, 1960, at St. Joseph’s Hospital in Mil- 
waukee, Wisconsin. 


Harold James Cannon was born June 6, 
1893, in Dale, Wisconsin. He received his 
preliminary education at Northwestern 
University, where he obtained the degree 
of Master of Science. He received the de- 
gree of Doctor of Medicine from the Mar- 
quette University School of Medicine in 
1921. He did postgraduate work in oto- 
laryngology at Cook County Hospital in 
Chicago and Trinity Hospital in Mil- 
waukee. 


Dr. Cannon started the practice of oto- 
laryngology in Milwaukee in 1925. He was 
a member of the staffs of Misericordia 
Hospital and St. Joseph’s Hospital. 


A Fellow of the American Academy of 
Ophthalmology and Otolaryngology, Dr. 
Cannon also was a member of the Mil- 
waukee Society of Otolaryngology, of the 
American Medical Association, and of 
state and local medical societies. 


He is survived by his wife and a son. 
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EUGENE LESLIE CHRISTENSEN 


Eugene Leslie Christensen was born on 
September 29, 1898, in Salt Lake City, 
Utah. He attended the University of 
Minnesota Medical School, receiving his 
degree of Doctor of Medicine in 1924. Dr. 
Christensen did postgraduate work in 
ophthalmology at the University of Colo- 
rado and in Vienna. 


Dr. Christensen practiced his specialty 
in Los Angeles. He was on the attending 
staff of California Lutheran Hospital, and 
of the Methodist Hospital in Los Angeles. 
He was an instructor of ophthalmology in 
the College of Medical Evangelists. Dr. 
Christensen was certificated by the Ameri- 
can Board of Ophthalmology in 1944. 


Dr. Christensen was a Fellow of the 
American Academy of Ophthalmology and 
Otolaryngology and a member of the 
American Medical Association. He also 
held membership in the Pacific Coast Oto- 
Ophthalmological Society, and the Los 
Angeles Society of Ophthalmology and 
Otolaryngology. 


Dr. Christensen died on March 22, 1960, 
in Covina, California. He is survived by 
his wife, Martha I. Christensen, two sons 
and two daughters. One son, Dr. Robert 
E. Christensen, is also a Fellow of the 
Academy. 


LLOYD HOUGHTON CLARK 


Dr. Lloyd Houghton Clark, a Life Fel- 
low of the American Academy of Ophthal- 
mology and Otolaryngology, died Decem- 
ber 24, 1959, in Penfield, New York. 


Lloyd Houghton Clark was born in 1884, 
in Savannah, New York. He attended the 
New York Homeopathic Medical College 
and Flower Hospital, receiving his degree 
as Doctor of Medicine in 1908. Dr. Clark 
was certificated by the American Board 
of Ophthalmology in 1927. 


Dr. Clark began the practice of oph- 
thalmology in 1908, in Rochester, New 
York. He was on the staffs of Genessee 
Hospital and Park Avenue Hospital. 


Dr. Clark was a fellow of the American 
College of Surgeons, and a member of the 
Rochester (New York) Pathologic Society, 
the Rochester Academy of Medicine and 
the New York State Medical Society. 
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GEORGE MORRISON COATES 


Dr. George Morrison Coates, an Hon- 
orary Fellow in the American Academy 
of Ophthalmology and Otolaryngology, 
and a past president, died February 7, 
1960, at the age of 85 years in West 
Whiteland, Pennsylvania. He was born 
March 24, 1874, in Philadelphia. His obit- 
uary appears in the May-June 1960 issue 
of the TRANSACTIONS, In Memoriam. 


CLAUDE CARR CODY, JR. 


Claude Carr Cody, Jr., was born Sep- 
tember 9, 1884, in Georgetown, Texas. He 
earned the degrees of Bachelor of Arts 
and Master of Arts from Southwestern 
University in 1904 and 1905, respectively, 
and then attended Johns Hopkins Uni- 
versity Medical School, from which he re- 
ceived his degree as Doctor of Medicine 
in 1910. He did postgraduate work in oto- 
laryngology in Philadelphia and Vienna. 
In 1927 he was certificated by the Ameri- 
can Board of Otolaryngology. 


Dr. Cody began his practice of otolaryn- 
gology in 1913 in Houston, Texas, where 
he became attending surgeon at Methodist 
Hospital. He was clinical professor of oto- 
laryngology and head of the department 
of otolaryngology at Baylor College of 
Medicine, and a partner in the Houston 
Eye, Ear, Nose and Throat Hospital. 


A Life Fellow of the American Acad- 
emy of Ophthalmology and Otolaryngolo- 
gy, Dr. Cody was also a fellow in the 
American College of Surgeons, and a 
member of the American Otological So- 
ciety, the American Laryngological So- 
ciety, the American Laryngological, Rhin- 
ological and Otological Society, Inc., and 
the American Medical Association. He was 
also active in state and local medical or- 
ganizations. 


Dr. Cody died December 30, 1959, in 
Houston. He is survived by his wife. 


MARVIN McTYEIRE CULLOM 


Dr. Marvin McTyeire Cullom, a Life 
Fellow of the American Academy of Oph- 
thalmology and Otolaryngology, died June 
29, 1959, in Nashville, Tennessee, at the 
age of 91 years. 
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Born in Woodford, Tennessee, on No- 
vember 9, 1868, in County Devon, Ten- 
nessee, Marvin McTyeire Cullom was the 
son of Reverend Jeremiah Walker and 
Mary Bowling Cullom. It is of historical 
interest that his surname was taken from 
his mother’s family name, as that was 
still the custom in County Devon in 1868. 


Marvin McTyeire Cullom received his 
Bachelor of Arts degree from Vanderbilt 
University in 1894 and his degree as Doc- 
tor of Medicine in 1896. He interned at 
Douglas Infirmary from 1894 to 1896, 
then did postgraduate work in the spe- 
cialties of ophthalmology and otolaryn- 
gology at the Manhattan Eye and Ear 
Hospital for two years. In 1898 he studied 
at hospitals in London, Berlin, Vienna and 
Paris. In 1899 he returned to New York, 
beginning his career in medicine as a 
house surgeon at the Manhattan Eye and 
Ear Hospital. Later that year he moved 
to Nashville and established his practice 
as a specialist in diseases of the eye, ear, 
nose and throat. Dr. Cullom was on the 
staffs of St. Thomas Hospital, Nashville 
General Hospital, and Vanderbilt Univer- 
sity Hospital, and was clinical professor 
of ophthalmology and otolaryngology at 
Vanderbilt University. 


Dr. Cullom was certificated by both the 
American Board of Ophthalmology and 
the American Board of Otolaryngology in 
1925. He was a fellow of the American 
College of Surgeons and held membership 
in the American Laryngological, Rhinolo- 
gical, and Otological Society, Inc., the 
American Geriatric Society, the Pan- 
American Association of Ophthalmology 
and the American Medical Association. 
He served as a member of the House of 
Delegates of the American Medical Asso- 
ciation in 1923, 1925, 1928 and 1929, and 
had served as president of the Nashville 
Academy of Ohpthalmology and Otolaryn- 
gology, the Davidson County Medical So- 
ciety and the Nashville Academy of Medi- 
cine. 


During World War I he was on the 
Medical Advisory Board and in 1935 he 
served as president of the Medical Golfing 
Association. He took active interest in 
many civic, as well as medical, organiza- 
tions. 


Dr. Cullom is survived by his wife, Eva 
Ballinger Cullom, and a daughter, Mrs. 
Isabella Cullom Lincoln. 
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DANIEL SYLVESTER CUNNING 


Daniel Sylvester Cunning was born in 
1893, in Troy, New York. He attended Al- 
bany Medical College, receiving the de- 
gree of Doctor of Medicine in 1914. Dr. 
Cunning interned at Troy Hospital, in 
Troy, at Carney Hospital and at the 
United States Naval Hospital. He served 
a residency in otolaryngology at the Man- 
hattan Eye, Ear, Nose and Throat Hos- 
pital in New York. Dr. Cunning was cer- 
tificated by the American Board of Oto- 
laryngology in 1925. 

Dr. Cunning was clinica! professor of 
otorhinolaryngology at New York Univer- 
sity College of Medicine and associated 
with the Manhattan Eye, Ear, Nose and 
Throat Hospital. He was consultant in 
otolaryngology at Mary Immaculate Hos- 
pital in Jamaica, New York, and asso- 
ciated with the White Plains Hospital in 
White Plains, New York, Grasslands Hos- 
pital of Valhalla, New York, St. Francis 
Hospital at Poughkeepsie, New York, New 
Rochelle Hospital, United Hospital in Port 
Chester, New York, and the Norwalk 
Hospital in Norwalk, Connecticut, and the 
Englewood Hospital in Englewood, New 
Jersey. 


Dr. Cunning was a Life Fellow of the 
American Academy of Ophthalmology and 
Otolaryngology, and a fellow of the Amer- 
ican College of Surgeons. He held mem- 
bership in the American Laryngological 
Association, the American Laryngological, 
Rhinological and Otological Society, the 
American Otological Society, and the 
American Broncho-Esophagological Asso- 
ciation, of which he was a past president. 
Dr. Cunning was Chairman of the Section 
of Laryngology, Otology and Rhinology 
of the American Medical Association in 
1940, and vice-chairman of the section in 
1941, 1942, and 1948 and 1949. In addition 
to these societies, Dr. Cunning was also 
a member of the American Bronchological 
Society, the American Society of Opthal- 
mologic and Otolaryngologic Allergy, and 
the American College of Chest Physicians. 

Dr. Cunning died on March 25, 1960, 
in Averill Park, New York. He is sur- 
vived by two sisters and four brothers. 


FRANK GARRETT FOLKEN 


Frank Garrett Folken was born Decem- 
ber 29, 1892, in Schuyler, Nebraska. He 
attended the University of Nebraska, re- 
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ceiving the degree of Doctor of Medicine 
in 1918. Dr. Folken practiced general 
medicine for five years and then, in 1924, 
went to Vienna, where he did postgraduate 
study in the field of otolaryngology. 


Returning to the United States, Dr. 
Folken established a practice in otolaryn- 
gology in Albert Lea, Minnesota, where 
he was associated with Naeve Hospital. 
He retired from active practice in June 
1959. 


A Life Fellow of the American Acad- 
emy of Ophthalmology and Otolaryngolo- 
gy, Dr. Folken was also a fellow in the 
American College of Surgeons, and a 
member of the American Medical Associa- 
tion, the Minnesota Medical Association, 
and the Freeborn County Medical Society. 


Dr. Folken is survived by his wife, Rita 
Folken, and one daughter. 


EMMETTE TRIBLE GATEWOOD 


Dr. Emmette Trible Gatewood died on 
January 5, 1960, at Richmond, Virginia, 
of a coronary occlusion. He was 73 years 
old. 


Emmette Trible Gatewood was born 
December 6, 1886, in James City County 
in Virginia. He received his degree as 
Doctor of Medicine from the Medical Col- 
lege of Virginia in 1910. Dr. Gatewood in- 
terned at Bellevue Hospital in New York 
City and at Norfolk General Hospital in 
Norfolk, Virginia. 


Dr. Gatewood first started practice in 
Toano, Virginia. After two years of gen- 
eral practice he returned to New York as 
a resident in otolaryngology at Postgradu- 
ate Hospital. When he had completed his 
residency, he went to the University of 
Pennsylvania for work under Dr. Cheva- 
lier Jackson in bronchesophagology. Con- 
tinuing his study in otolaryngology, he 
attended the Haslinger Clinic in Vienna. 


In 1918, Dr. Samuel Bowen of Rich- 
mond, Virginia, invited Dr. Gatewood to 
practice as his associate. Dr. Gatewood be- 
came instructor in otolaryngology at the 
Medical College of Virginia in 1920, was 
advanced to the rank of professor in 1944, 
and in 1958 became professor emeritus. 
He was director of the Johnston-Willis 
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Hospital and chairman of the department 
of otolaryngology and bronchoscopy in 
that institution. Dr. Gatewood was a 
founder of the Richmond Eye and Ear 
Hospital. 


Dr. Gatewood was a Life Fellow of the 
American Academy of Ophthalmology 
and Otolaryngology, and was certificated 
by the American Board of Otolaryngology. 
He had held the office of vice president 
of the American Laryngological, Rhinolo- 
gical and Otological Society, Inc. He was 
also a fellow of the American College of 
Surgeons, a member of the American 
Laryngological Society, the American 
Broncho-Esophagological Association, the 
American Medical Asociation, the South- 
ern Medical Association and numerous 
state and local medical societies. 


Dr. Gatewood is survived by his wife, 
Belle Winfree Moss Gatewood, and two 
sons. His brother, Dr. William L. Gate- 
wood of Richmond, is also a member of 
the American Academy of Ophthalmology 
and Otolaryngology. 


JOEL MARION GIBBONS 


Dr. Joel Marion Gibbons, associate clin- 
ical professor of otolaryngology at the 
College of Medical Evangelists at Van 
Nuys, California, died November 16, 1959, 
when the airplane on which he and his 
wife were passengers crashed into the 
Gulf of Mexico. Mrs. Gibbons also died in 
the crash. 


Joel Marion Gibbons was born August 
12, 1911, at Sweetwater, Texas. He re- 
ceived his degree of Doctor of Medicine 
from the College of Medical Evangelists 
in 1936. He served his internship and resi- 
dency in otolaryngology from 1936 to 1939 
in Los Angeles County General Hospital 
and White Memorial Hospital. He was 
certificated by the American Board of 
Otolaryngology in 1946, and by the Amer- 
ican Board of Preventive Medicine in the 
field of Aviation Medicine in 1955. 


Dr. Gibbons first established his prac- 
tice in Barstow, California. He later 
moved to Santa Paula and then to Van 
Nuys. Dr. Gibbons was on the staff of 
Valley Hospital, Van Nuys; St. Joseph’s 
Hospital, Burbank; White Memorial Hos- 
pital, Los Angeles, and the Los Angeles 


| 

: 

j 

F 

im 

* 

” 

cg 

a 

’ 

; 

al 

= 

= 


Eye and Ear Hospital. He was assistant 
clinical professor of otolaryngology at 
the College of Medical Evangelists in Los 
Angeles. 


A Fellow of the American Academy of 
Ophthalmology and Otolaryngology, Dr. 
Gibbons was also a fellow of the Inter- 
national College of Surgeons, and a mem- 
ber of the American Medical Association, 
the California Medical Association, and 
the Los Angeles County Medical Associa- 
tion. A specialist in aviation medicine, he 
was a member of the Aero Medical Asso- 
ciation. During World War II he served 
as flight surgeon in the United States 
Air Force, holding the rank of Major. 


Dr. Gibbons is survived by a son, James 
Gibbons of Van Nuys, and a daughter, 
Mrs. Carolyn Gassoumis of Hyria, Greece. 


JOHN HENRY GILLIGAN 


John Henry Gilligan was born August 
22, 1904, in Pittston, Pennsylvania. He 
attended Canisus College in Buffalo, New 
York, and Georgetown University School 
of Medicine in Washington, D. C., receiv- 
ing the degree of Doctor of Medicine in 
1928. 


Dr. Gilligan interned at St. Mary’s Hos- 
pital in Rochester, New York. From 1940 
to 1941 and from 1943 to 1944 he served 
a residency in otolaryngology at the 
Episcopal Eye, Ear and Throat Hospital, 
in Washington. In 1944 he was a fellow 
in pathology at Georgetown University 
School of Medicine. Dr. Gilligan was cer- 
tificated by the American Board of Oto- 
laryngology in 1946. He later served a 
residency in ophthalmology at the District 
of Columbia General Hospital from 1955 
to 1957. 


Dr. Gilligan was an assistant surgeon 
and former chief of the Tumor Service at 
Episcopal Eye, Ear and Throat Hospital, 
assistant otolaryngologist at the Chil- 


‘dren’s Hospital, and special lecturer and 


civilian consultant in otolaryngology at 
Walter Reed Army Hospital. He was on 
the staff of Georgetown Hospital and the 
George Washington University Hospital. 
Dr. Gilligan was associate professor of 
otorhinolaryngology at Georgetown Uni- 
versity School of Medicine, and a former 
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instructor of pathology there. He was also 
associated with the teaching staff of the 
department of otolaryngology at George 
Washington University School of Medicine 
and the Washington Medical Center. 


In addition to these Washington assign- 
ments, Dr. Gilligan was chief of otolaryn- 
gology and a member of the governing 
board of Arlington Hospital, Arlington, 
Virginia, associated with Alexandria Hos- 
pital, Alexandria, Virginia, and on the 
staff of the Glenn Dale Hospital of the 
Government of the District of Columbia 
Health Department, at Glenn Dale, Mary- 
land. 


Dr. Gilligan was a Fellow of the Ameri- 
can Academy of Ophthalmology and Oto- 
laryngology, a member of the American 
Medical Association, and the Virginia 
Medical Society. He was also a member 
of the Arlington County Medical Society, 
serving as its president in 1932, and 
again in 1945. 


Dr. Gilligan drowned near his boat, in 
the yacht basin at Rose Haven, Maryland, 
on April 29, 1960. 


He is survived by his wife and two sons. 


HERBERT HARTMAN GLOSSER 


Dr. Herbert Hartman Glosser, a Life 
Fellow of the American Academy of Oph- 
thalmology and Otolaryngology, died at 
the age of 83 years, in Wellsville, New 
York, on March 11, 1960. 


Herbert Hartman Glosser attended the 
University of Pennsylvania School of 
Medicine, receiving his degree of Doctor 
of Medicine in 1899. He was certificated 
by the American Board of Ophthalmology 
in 1917. Dr. Glosser formerly practiced 
his specialty in Buffalo, New York. 


THOMAS MARTIN GOODWIN 


Thomas Martin Goodwin was born Jan- 
uary 31, 1905, in Raleigh, North Carolina. 
He was graduated from the University of 
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North Carolina in 1925, and received the 
degree of Doctor of Medicine from the 
New York University School of Medicine 
in 1929. Dr. Goodwin interned at St. 
Luke’s Hospital, and served residencies 
at Brooklyn Eye and Ear Hospital, and 
the Baltimore Eye, Ear and Throat Char- 
ity Hospital. He was certificated by the 
American Board of Otolaryngology in 
1937. 


Dr. Goodwin established his practice in 
Elkins, West Virginia, in 1933. He was on 
the staff of Memorial General Hospital 
and Golden Clinic, both of them institu- 
tions which he founded. He was oculist 
for the Baltimore and Ohio Railroad, a 
medical examiner for the Civil Aeronau- 
tics Authority, and a surgeon for the U. S. 
Public Health Services. 


A Fellow of the American Academy of 
Ophthalmology and Otolaryngology, Dr. 
Goodwin was also a fellow of the Interna- 
tional College of Surgeons, and a member 
of the American Society of Ophthalmolo- 
gic and Otolaryngologic Allergy, the 
American Medical Association, the West 
Virginia State Medical Association and 
the Barbour-Randolph-Tucker County 
Medical Society. 


Dr. Goodwin died October 17, 1959, in 
Chicago. He is survived by his wife, Kath- 
ryn K. Goodwin, and four daughters. 


CHARLES WILLIAM GOSNEY 


Charles William Gosney was born in 
1874. He attended St. Louis College of 
Physicians and Surgeons, receiving his de- 
gree of Doctor of Medicine in 1900. 


Dr. Gosney was a Life Fellow of the 
American Academy of Ophthalmology and 
Otolaryngology. For many years he prac- 
ticed medicine in Kansas City, Missouri. 
In 1926 he moved to Los Angeles, where 
he became a member of the staff of Cedars 
of Lebanon Hospital and of Hollywood 
Presbyterian Hospital. 


Dr. Gosney retired from active practice 
in 1935 because of illness. He died Oc- 
tober 10, 1959, in Los Angeles at the age 
of 85 years. 
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ARTHUR STANLEY HALE 


Dr. Arthur Stanley Hale, a Life Fellow 
of the American Academy of Ophthal- 
mology and Otolaryngology, died May 9, 
1960, in Detroit, Michigan. 


Arthur Stanley Hale was born in Eng- 
land on August 31, 1898. He attended the 
University of Toronto, receiving his de- 
gree of Doctor of Medicine in 1922. Dr. 
Hale served an internship and a residency 
at Harper Hospital in Detroit. He began 
the practice of medicine in 1925 in De- 
troit and was certificated by the Ameri- 
can Board of Ophthalmology in 1927. 


Dr. Hale was chief of ophthalmology at 
Harper Hospital, an instructor at Kresge 
Eye Institute, and an instructor at Wayne 
University Medical School. He was also on 
the staff of William Beaumont Hospital in 
Royal Oak, Michigan. 


Dr. Hale was a member and past presi- 
dent of the Detroit Ophthalmological So- 
ciety and a member of the American Medi- 
cal Association. 


Dr. Hale is survived by his wife and a 
daughter. 


CLYDE ERNEST HARNER 


Clyde Ernest Harner was born on Oc- 
tober 12, 1894. He attended the University 
of Colorado School of Medicine, receiving 
his degree of Doctor of Medicine in 1920. 
Dr. Harner was certificated by the Ameri- 
can Board of Otolaryngology in 1931, and 
by the American Board of Ophthalmology 
in 1934. 


Dr. Harner was formerly associated 
with Community Hospital, St. Mary’s 
Hospital and was once chief of otolaryn- 
gology at Seaside Hospital, all of Long 
Beach, California. He retired in 1954. 


Dr. Harner was a Fellow of the Ameri- 
can Academy of Ophthalmology and Oto- 
laryngology, and a fellow of the American 
College of Surgeons. He held membership 
in the Pacific Coast Oto-Ophthalmological 
Society, the Los Angeles Oto-Ophthal- 
mological Society, the Long Beach Eye, 
Ear, Nose and Throat Society, the Los 
Angeles Research Study Club, the Ameri- 
can Medical Association, and state and 
local medical organizations. 


Dr. Harner died on June 3, 1960, in San 
Diego, California. 
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JOSHUA HARLEY HARRIS 


Dr. Joshua Harley Harris, a Life Fel- 
low of the American Academy of Ophthal- 
mology and Otolaryngology, died Novem- 
ber 29, 1959, in Memphis, Tennessee. 


Joshua Harley Harris was born August 
25, 1890, in Houlka, Mississippi. He at- 
tended Mississippi State College and the 
University of Mississippi Medical School. 
He received his degree of Doctor of Medi- 
cine from Northwestern University Medi- 
cal School in Chicago, in 1918. 


After serving in the United States 
Navy until the completion of World War 
I, Dr. Harris completed a residency in oto- 
laryngology at St. Luke’s Hospital in 
New York. From 1921 to 1924 he was as- 
sistant professor of otology at North- 
western University. He moved to Memphis 
in 1925 to establish a practice there. 
From 1926 to 1931 he was assistant pro- 
fessor of otology in the University of 
Tennessee. He was also associated with 
the Baptist Memorial Hospital, the Mem- 
phis Eye, Ear, Nose and Throat Hospital, 
St. Joseph’s Hospital, Methodist Hospital, 
and was on the staff of John Gaston Hos- 
pital. 


Dr. Harris was a fellow of the Ameri- 
can College of Surgeons and a member 
of the American Medical Association, the 
Tennessee State Medical Association, and 
the Memphis and Shelby County Medical 
Society. He was certificated by the Ameri- 
can Board of Otolaryngology in 1927. 


Dr. Harris’s contemporaries will recall 
that he was a football star and captain 
of the team at Mississippi State College 
in 1915. 


Dr. Harris is survived by his wife. 


ROBERT HENNER 


Dr. Robert Henner died January 21, 
1960, at Michael Reese Hospital in Chi- 
cago. 


Robert Henner was born April 21, 1909, 
in Chicago. He attended the University 
of Illinois, receiving his Bachelor of Sci- 
ence degree in 1931 and the degree of 
Doctor of Medicine in 1934. He was resi- 
dent intern in physiology at Nelson Mor- 
ris Memorial Institute of Medical Re- 
search from 1932 to 1933. His postgradu- 


741 


ate work in laryngology at Harvard Uni- 
versity Medical School was completed in 
1936. He was certified by the American 
Board of Otolaryngology in 1937. 


Dr. Henner began the practice of his 
specialty in 1937 in Chicago. In 1939 he 
worked in fenestration surgery with Dr. 
Julius Lempert. He was attending otolo- 
gist at Michael Reese Hospital, attending 
otolaryngologist at the Illinois Eye and 
Ear Infirmary, consultant in otology at 
the Illinois State Penitentiary from 1938 
to 1942, civilian consultant in otology, 6th 
Service Area Command from 1940 to 1941, 
and consultant in otology for the Chicago 
Hearing Society. A consultant in fenes- 
tration surgery at Hines Veterans Ad- 
ministration Hospital, Dr. Henner was al- 
so consultant in otology at the Navy Hos- 
pital at Great Lakes Training Center. He 
was consultant in otology in the division 
for special service for handicapped chil- 
dren of Illinois, director of the Hearing 
and Speech Clinic at Michael Reese Hos- 
pital since 1951, and clinical associate 
professor of otolaryngology at the Uni- 
versity of [Illinois College of Medicine. 


Dr. Henner served in the U. S. Army 
Air Force during World War II, holding 
the rank of flight surgeon. 


Dr. Henner was a Fellow of the Ameri- 
can Academy of Ophthalmology and Oto- 
laryngology, and a fellow of the Inter- 
national College of Surgeons. He held 
membership in the American Laryngolo- 
gical, Rhinological and Otological Society, 
Inc., the American Otological Society, and 
the Chicago Laryngological and Otological 
Society, and was elected to honorary mem- 
bership in the Cleveland Otological So- 
ciety and the Cuban Otological Society. 
He was a member of the American Medi- 
cal Association, the American Association 
for the Advancement of Science, and state 
and local medical societies. 


Dr. Henner is survived by his wife, 
Janet Strauss Henner, two sons and a 
daughter. 


ALBERT HIRAM HERR 


Dr. Albert Hiram Herr died at the age 
of 81 on April 15, 1960, in Lima, Ohio. 
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Albert Hiram Herr was born April 8, 
1879, in Allen County, Ohio. He attended 
Starling Medical College in Columbus, 
Ohio, receiving the degree of Doctor of 
Medicine in 1903. 


Dr. Herr began the practice of medicine 
in Lima and Cleveland, dividing his time 
between the two cities. He was associated 
with St. Vincent’s Charity Hospital in 
Cleveland. Dr. Herr was certificated by 
the American Board of Otolaryngology in 
1936. 


Dr. Herr was a Fellow of the American 
Academy of Ophthalmology and Oto- 
laryngology and a member of the Ameri- 
can Medical Association, the Ohio State 
Medical Association, and the Cleveland 
Academy of Medicine. During World War 
I and World War II he served in the Med- 
ical Corps of the United States Army, 
holding the rank of major. During World 
War II he was stationed in Fort Benning, 
Georgia, where he was chief of staff at 
the eye, ear, nose, and throat hospital. 


Dr. Herr is survived by a son, Benjamin 
Franklin Herr of Grand Rapids, Michigan. 


KENDALL HOOPER 


Dr. Kendall Hooper, otolaryngologist in 
Flint, Michigan, since 1946, died at Mc- 
Laren General Hospital on July 1, 1959, 
at the age of 45. 


Born in Grand Rapids, Michigan, on 
December 7, 1913, Kendall Hooper attend- 
ed the Grand Rapids Junior College and 
later the University of Michigan, receiv- 
ing the degree of Doctor of Medicine in 
1938. Dr. Hooper interned at Butterworth 
Hospital, and in 1939 was a surgical resi- 
dent at Blodgett Memorial Hospital. From 
1939 to 1942 he was a postgraduate stu- 
dent in otolaryngology at the University 
of Pennsylvania. 


After serving in the U. S. Air Force 
from 1942 to 1946, Dr. Hooper moved to 
Flint, Michigan, where he became an as- 
sociate of Dr. William P. Boles and served 
on the staffs of Hurley Hospital and St. 
Joseph’s Hospital. He was chief of oto- 
laryngology at McLaren General Hospital, 
and was engaged in special work in oto- 
laryngology at Henry Ford Hospital at 
the time of his death. 
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Dr. Hooper was certificated by the 
American Board of Otolaryngology in 
1951. He was elected to Fellowship in the 
American Academy of Ophthalmology and 
Otolaryngology in 1952. Since 1953, Dr. 
Hooper had held the post of secretary- 
treasurer of the Flint Academy of Sur- 
geons. He also held membership in the 
American Medical Association and in 
state and local medical societies. 


Dr. Hooper is survived by his wife, 
Katharine Kooiman Hooper, and a daugh- 
ter, Karen Lee. 


DONALD MAC LEAN HOWELL 


Donald MacLean Howell was born No- 
vember 3, 1888, in East Tawas, Michigan. 
He attended the University of Michigan 
Medical School and Wayne State Univer- 
sity College of Medicine, receiving his 
degree in 1919. Dr. Howell then did 
further study in otolaryngology at Har- 
vard Medical School and in Vienna. He 
was certificated by the American Board of 
Otolaryngology in 1927. 


Dr. Howell began the practice of medi- 
cine in 1920, in Grayling, Michigan, and 
later moved to Detroit where he was as- 
sociated with Dr. Donald Campbell, and 
on the staff of Detroit Receiving Hospital. 
Dr. Howell moved to Saginaw, where he 
became a member of the staffs of Sagi- 
naw General Hospital, St. Luke’s Hospital 
and St. Mary’s Hospital. 


Dr. Howell was a Life Fellow of the 
American Academy of Ophthalmology and 
Otolaryngology, a fellow of the American 
College of Surgeons, and a member of the 
American Medical Association, of the 
Saginaw Valley Academy of Ophthalmolo- 
gy and Otolaryngology, and of state and 
local medical societies. 


Dr. Howell died in Saginaw, Michigan, 
on April 2, 1960. He is survived by his 
wife, two sons, and a daughter. 


JAMES MALLERNEE HUSTON 


James Mallernee Huston was born in 
1894. He attended the University of Cin- 
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cinnati School of Medicine, receiving his 
degree of Doctor of Medicine in 1921. He 
interned at the United States Marine Hos- 
pital and San Joaquin General Hospital at 
French Camp, California. Dr. Huston did 
postgraduate work in ophthalmology and 
otolaryngology at the University of Penn- 
sylvania, in Vienna, Austria and at the 
University of California. He was certifi- 
cated by the American Board of Otolaryn- 
gology in 1925. 


Dr. Huston was associated with Mills 
Memorial Hospital in San Mateo, Cali- 
fornia. He was a Fellow of the American 
Academy of Ophthalmology and Otolaryn- 
gology, and a member of the American 
Medical Association. 


Dr. Huston died on July 15, 1960, in Los 
Angeles. 


LEONARD WARBURTON JONES 


Leonard Warburton Jones was born on 
October 31, 1879, in Arnprior, Ontario, 
Canada. He attended Trinity College and 
Queens University, receiving his degree 
of Doctor of Medicine in 1902. Dr. Jones 
interned at Ottawa Protestant General 
Hospital in Canada and served a residency 
in ophthalmology at the Manhattan Eye 
and Ear Hospital. He was certificated by 
the American Board of Ophthalmology in 
1920. 


Dr. Jones practiced ophthalmology in 
Rochester, New York, where he was on 
the staffs of Rochester General Hospital 
and St. Mary’s Hospital. Dr. Jones was 
ophthalmologist at the Iola-Monroe Coun- 
ty Tuberculosis Sanatorium, and chief of 
ophthalmology in the medical department 
of the Eastman Kodak Company in 
Rochester. Dr. Jones retired from practice 
in 1958. 


Dr. Jones' was a Life Fellow of the 
American Academy of Ophthalmology and 
Otolaryngology. He also held membership 
in the Rochester Pathological Association, 
the American Medical Association, and 
state and local medical organizations. 


Dr. Jones enjoyed writing as a hobby. 
He had published the reminiscences of 
his boyhood, and wrote many articles on 
outdoor life. 


Dr. Jones married Helen Stone of 
Rochester in 1914. She died in 1947. In 
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1951, he married Mrs. Gretchen Moore 
Will, who survives him. Two sons of his 
first marriage also survive. 


Dr. Jones died in Rochester on January 
13, 1960. 


ROBERT BUDD KARKEET 


Robert Budd Karkeet was born on Sep- 
tember 25, 1885, in Iron Mountain, Michi- 
gan. He attended the University of Michi- 
gan Medical School, receiving his degree 
of Doctor of Medicine in 1909. Dr. Kar- 
keet did postgraduate work in otolaryn- 
gology in Vienna, Austria. He was cer- 
tificated by the American Board of Oto- 
laryngology in 1927. 


Dr. Karkeet began the practice of his 
specialty in Portland, Oregon, in 1913. He 
was on the staff of St. Vincent’s Hospital 
and an associate clinical professor of oto- 
laryngology at the University of Oregon 
Medical School. 


Dr. Karkeet was a Fellow of the Ameri- 
can Academy of Ophthalmology and Oto- 
laryngology, and held membership in the 
Pacific Coast Oto-Ophthalmological Soci- 
ety, the Oregon Academy of Ophthalmolo- 
gy and Otolaryngology, the American 
Medical Association, and state and local 
medical organizations. 


Dr. Karkeet died on January 22, 1960, 
in Portland. He is survived by his wife 
and a daughter. 


SAMUEL ISIDOR KAUFMAN 


Samuel Isidor Kaufman was born in 
1894, in Kiev, Russia. He attended Loyola 
University School of Medicine, receiving 
his degree of Doctor of Medicine in 1921. 
Dr. Kaufman interned at Cook County 
Hospital and at Metropolitan Hospital at 
Welfare Island, New York. Dr. Kaufman 
did postgraduate work in ophthalmology 
at the University of Illinois, in Vienna, 
Austria, and in Munich, Germany. He was 
certificated by the American Board of 
Ophthalmology in 1931. 


Dr. Kaufman practiced ophthalmology 
in Chicago, where he was associated with 
the Research and Educational Hospital, 
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Michael Reese Hospital, Mt. Sinai Hospi- 
tal, and Cook County Hospital. He was 
associate professor of ophthalmology in 
the University of Chicago Medical School. 


Dr. Kaufman was a Fellow of the 
American Academy of Ophthalmology and 
Otolaryngology, and a fellow of the Amer- 
ican College of Surgeons. He also held 
membership in the Chicago Ophthalmolo- 
gical Society, the American Medical Asso- 
ciation, and state and local medical or- 
ganizations. 


Dr. Kaufman died on April 27, 1960, in 
Chicago. He is survived by his wife, Katia 
Goldstein Kaufman, and a son, Dr. Joseph 
Kaufman. 


WILLIS ELMER KEITH 


Dr. Willis Elmer Keith, a Life Fellow 
of the American Academy of Ophthal- 
mology and Otolaryngology, died on July 
11, 1960, in Kansas City, Missouri. 


Willis Elmer Keith was born in 1882, 
in Clinton, lowa. He attended the Univer- 
sity of Illinois School of Medicine, receiv- 
ing his degree of Doctor of Medicine in 
1907. Dr. Keith did postgraduate work in 
otolaryngology and ophthalmology at the 
University of Oxford, and at Marshall 
Hospital in London. He was certificated 
by the American Board of Otolaryngology 
in 1925. 


Dr. Keith first practiced medicine in 
Excelsior Springs, Missouri, but moved to 
Kansas City about thirty years ago. He 
was associated with St. Mary’s Hospital, 
St. Luke’s Hospital, and Kansas City 
General Hospital. 


Dr. Keith was active in the Kansas 
City Society of Ophthalmology, Otology, 
Rhinology and Laryngology, and for many 
years served as secretary in that organi- 
zation. He also served as Vice-President 
of the American Academy of Ophthal- 
mology and Otolaryngology in 1949. 


FRANCIS LAWRENCE KENNEDY 


Francis Lawrence Kennedy was born in 
Templeton, Indiana, on December 28, 1903. 
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He attended Notre Dame University, 
graduating with a degree in agriculture 
in 1924. He received the degree of Doctor 
of Medicine from St. Louis University 
Medical School in 1928. Dr. Kennedy did 
postgraduate work in otolaryngology at 
Washington University in 1931 and 1932. 
He was certificated by the American 
Board of Otolaryngology in 1941. 


Dr. Kennedy began the practice of oto- 
laryngology in St. Louis, Missouri, in 
1933. He was director of the department 
of otolaryngology at St. John’s Hospital, 
and on the visiting staff of St. Mary’s 
Hospital. Dr. Kennedy was senior instruc- 
tor in otolaryngology at St. Louis Uni- 
versity Medical School. 


Dr. Kennedy was a Fellow of the Amer- 
ican Academy of Ophthalmology and Oto- 
laryngology, and a member of the Ameri- 
can Medical Association and of the South- 
ern Medical Association. 


Dr. Kennedy died on June 13, 1959, in 
St. Louis. He is survived by his wife, 
Nancy Kennedy, and three sons. 


VERNE LEE LANCE 


Verne Lee Lance was born in 1909, in 
Union County, Georgia. He attended the 
University of Georgia, receiving a Bache- 
lor of Sicence degree in 1931. He received 
the degree of Doctor of Medicine from 
Emory University School of Medicine at 
Atlanta, Georgia, in 1936. Dr. Lance in- 
terned at the United States Public Health 
Service Hospitals in Atlanta and New Or- 
leans. He served his residency in ophthal- 
mology and otolaryngology at Touro In- 
firmary in New Orleans. Dr. Lance was 
certificated by the American Board of 
Otolaryngology in 1943. 


Dr. Lance formerly practiced in 
Charleston, West Virginia, but in 1950 he 
moved to Los Angeles, California. At the 
time of his death he was associated with 
Fresno Community Hospital, St. Agnes 
Hospital and Valley Children’s Hospital. 


Dr. Lance was a Fellow of the American 
Academy of Ophthalmology and Otolaryn- 
gology. 


Dr. Lance died on April 24, 1960, in 
Fresno, California. 
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GEORGE A. LEAHEY 


George A. Leahey was born in Lowell, 
Massachusetts, on March 31, 1870. He at- 
tended Harvard University Medical 
School, receiving his degree of Doctor of 
Medicine in 1892. Dr. Leahey served a res- 
idency in ophthalmology and otolaryngolo- 
gy at Boston City Hospital and then 
spent fifteen months in Vienna, where he 
studied at the Schnabel Clinic and under 
Dr. Fuchs and Dr. Gruber. 


Dr. Leahey established a practice in 
ophthalmology and otolaryngology in 
Lowell. He was formerly chief of oph- 
thalmology at Lowell General Hospital 
and St. John’s Hospital, and was presi- 
dent of the Board of both of these hospi- 
tals. He was also consulting surgeon at 
Massachusetts State Hospital at Tewks- 
bury, and on the consulting staff of the 
Veterans’ Hospital at Bedford. Dr. Leahey 
limited his practice to ophthalmology in 
the later years. 


Dr. Leahey was a Fellow of the Ameri- 
ican Academy of Ophthalmology and Oto- 
laryngology, and a Fellow of the Ameri- 
can College of Surgeons. He also held 
membership in the New England Ophthal- 
mological Society and the American Oph- 
thalmological Society, and was a past 
president of the Middlesex North County 
Medical Society. He was certified by the 
American Board of Ophthalmology in 
1930. 


Dr. Leahey died in the city of his birth 
on April 1, 1960. He is survived by two 
sons, Dr. Brendan D. Leahey, also a Fel- 
low of the Academy, and Garret D. 
Leahey. 


ROBERT FARRIS LOUGHMILLER 


Robert Farris Loughmiller was born on 
December 20, 1912, in Oklahoma City, 
Oklahoma. He attended the University of 
Oklahoma, receiving a degree of Bachelor 
of Science in 1933, and his degree of 
Doctor of Medicine from the University 
of Oklahoma Medical School in 1937. Dr. 
Loughmiller interned at Orange Memorial 
Hospital in Orange, New Jersey, and had 
clinical training in otolaryngology at 
Fort Sill Station Hospital in Fort Sill, 
Oklahoma. He was certificated by the 
American Board of Otolaryngology in 
1951. 


Dr. Loughmiller served as a lieutenant 
colonel in the Medical Corps of the Army 
of the United States from 1938 to 1944. 
In 1944 he began the practice of otolaryn- 
gology in Oklahoma City, where he be- 
came associated with Mercy Hospital, St. 
Anthony’s Hospital, and Wesley Hospital. 
He was attending otolaryngologist at the 
Veterans Administration Hospital, and 
assistant professor of otolaryngology at 
the University of Oklahoma School of 
Medicine. 


Dr. Loughmiller was a Fellow of the 
American Academy of Ophthalmology and 
Otolaryngology. He also held membership 
in the Oklahoma City Academy of Oph- 
thalmology and Otolaryngology, the 
American Medical Association, and state 
and local medical organizations. 


Dr. Loughmiller died on September 22, 
1959, in Oklahoma City. He is survived 
by his wife, a son and a daughter. 


MERCER GENIN LYNCH 


Mercer Genin Lynch was born on No- 
vember 27, 1908, in New Orleans, Louisi- 
ana. He attended Tulane University 
School of Medicine, receiving his degree 
of Doctor of Medicine in 1931. He served 
a residency in otolaryngology at the Mas- 
sachusetts Eye and Ear Infirmary from 
1932 to 1935. Dr. Lynch was certificated 
by the American Board of Otolaryngolo- 
gy in 1937. 


Dr. Lynch began the practice of oto- 
laryngology in 1935 in New Orleans. He 
was associated with Touro Infirmary, 


Charity Hospital, and the Eye, Ear, Nose | 


and Throat Hospital. He was on the active 
staff of the Ochsner Clinic, and associate 
professor of otolaryngology at Tulane 
University School of Medicine. 


Dr. Lynch was a Fellow of the Ameri- 
can Academy of Ophthalmology and Oto- 
laryngology. He also held membership in 
the American Laryngological, Rhinolo- 
gical, Otological Society, the American 
Laryngological Association, the Louisi- 
ana-Mississippi Ophthalmological and 
Otolaryngological Society, the Southern 
Medical Association, the American Medi- 
cal Association, and state and local medi- 
cal societies. 
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Dr. Lynch died on February 9, 1960, in 
New Orleans. He is survived by his wife, 
Winifred Rainold Lynch, a son, Dr. Rob- 
ert Clyde Lynch III, and a daughter, Joan. 


EMIL R. MAYERBERG 


Dr. Emil R. Mayerberg, a Life Fellow in 
the American Academy of Ophthalmology 
and Otolaryngology, died May 8, 1960, 
at Wilmington, Delaware. 


Emil R. Mayerberg was born May 6, 
1892, in Goldsboro, North Carolina. He 
attended the Philadelphia College of 
Pharmacy, receiving his degree in phar- 
macy in 1912. Jefferson Medical College 
of Philadelphia conferred the degree of 
Doctor of Medicine in 1916. Dr. Mayerberg 
then engaged in postgraduate study of 
Otolaryngology at the Wills Eye Hospital 
in Philadelphia. He was certificated in 
1927 by the American Board of Otolaryn- 
gology. 


Dr. Mayerberg started practice of his 
specialty in 1917 in Wilmington, Dela- 
ware. He was consultant in Otolaryngolo- 
gy at the Delaware Hospital, chief of staff 
at the Wilmington General Hospital, a 
member of the courtesy staff of the Me- 
morial Hospital and St. Francis Hospital, 
and consultant at the Alfred du Pont In- 
stitute of the Nemours Foundation for 
Crippled Children. He also served as oph- 
thalmologist for the Baltimore and Ohio 
Railroad. 


Dr. Mayerberg was a fellow and 
founder of the Delaware Medical Acad- 
emy. He was a fellow of the American 
College of Surgeons and of the American 
College of Physicians. He also held mem- 
bership in the Medical Society of Dela- 
ware (past president 1941), the New 
Castle Medical Society (past president 
1933), the Philadelphia Laryngological 
Society, and the American Medical As- 
sociation. 


Dr. Mayerberg was founder of the 
Hearing and Speech Clinic of the Dela- 
ware Hospital, a member of the Board of 
Directors of the Delaware Blind Com- 
mission for the past 30 years, and on the 
Board of Directors of the Children’s 
Bureau. He was past president of the City 
Board of Health in Wilmington and a 
member of the State Board of Health. 
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He was a senior surgeon in Public Health 
Service with rank of Colonel in World 
War II. 


Dr. Mayerberg is survived by his wife, 
Carolina Lambert Mayerberg, a son and 
a daughter. 


JOHN WILLIAM MAYHER 


John William Mayher was born on Oc- 
tober 3, 1908, in Gilmer, Texas. He at- 
tended the University of Mississippi, re- 
ceiving a Bachelor of Science degree, and 
Northwestern University Medical School 
receiving his degree of Doctor of Medicine 
in 1934. Dr. Mayher interned at Parkland 
Hospital in Dallas, Texas and served a 
residency in otolaryngology at Passavant 
Hospital in Chicago. He did postgraduate 
work in ophthalmology at Northwestern 
University. He was certificated by the 
American Board of Otolaryngology in 
1951. 

Dr. Mayher practiced his specialty in 
Columbus, Georgia. He was associated 
with St. Francis Hospital in Columbus, 
and Homer D. Cobb Memorial Hospital, 
in Phenix City, Alabama. 


Dr. Mayher was a Fellow of the Ameri- 
ean Academy of Ophthalmology and Oto- 
laryngology, and a member of the Ameri- 
ean Medical Association, and of the Mus- 
cogee County Medical Society. 


Dr. Mayher died in Columbus, Georgia, 
on July 11, 1959. 


JAMES HOYT MAXWELL 


Dr. James Hoyt Maxwell, Professor and 
Chairman of the Department of Otolaryn- 
gology of the University of Michigan 
Medical School, died on June 2, 1960, in 
Ann Arbor, Michigan. 


James H. Maxwell was born in Paw 
Paw, Michigan, on December 15, 1901. 
He attended the University of Michigan, 
receiving the degree of Bachelor of Arts 
in 1924 from the College of Science, Lit- 
erature and the Arts, and his degree as 
Doctor of Medicine in 1927 from the Uni- 
versity of Michigan Medical School. His 
postgraduate training in otolaryngology 
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was carried out at the University of Mich- 
igan Hospitals between 1927 and 1932. He 
was certificated by the American Board 
of Otolaryngology in 1932. 


Dr. Maxwell was named by his alma 
mater, Assistant Professor of Otolaryn- 
gology in 1933, Associate Professor in 
1940, and Professor in 1945. In 1958 he 
was appointed Chairman of the Depart- 
ment of Otolaryngology. 


A Life Fellow of the American Acad- 
emy of Ophthalmology and Otolaryngolo- 
gy, Dr. Maxwell was Secretary for Oto- 
laryngology from 1948 through 1950 and 
had served as chairman of the following 
Academy committees: Undergraduate Ed- 
ucation, Scientific Exhibits, and Teachers’ 
Section, Otolaryngology. 


Dr. Maxwell held membership in the 
American Laryngological Association, the 
American Otological Society, the Ameri- 
can Laryngological, Rhinological and 
Otological Society, Inc., the American 
Medical Association, the Michigan State 
Medical Society, the South-Western Mich- 
igan Triological Society, and was a fellow 
in the American College of Surgeons. He 
held honorary membership in the Louisi- 
ana-Mississippi Ophthalmological and 
Otolaryngological Society, the Kansas 
City (Missouri) Society of Ophthalmology 
and Otolaryngology, and the Cleveland 
Otolaryngological Society. In 1948 he was 
president of the Otosclerosis Study 
Group. 


Recognized for his interest and ability, 
Dr. Maxwell had served on the Special 
Training Grant Committee of the Na- 
tional Institute of Neurological Diseases 
and Blindness since 1957; was a repre- 
sentative of the American Board of Oto- 
laryngology to the Residency Review 
Committee of the American Medical As- 
sociation and the American College of 
Surgeons; was a member of the Board 
of Directors of the American Board of 
Otolaryngology, and a member of the 
Special Medical Advisory Group of the 
Veterans Administration. 


Dr. Maxwell also served as a special 
consultant in otology to the Department 
of Surgery of the Department of Medi- 
cine and Surgery, central office of the 
Veterans Administration. He was a mem- 
ber of the Council of the American Laryn- 
gological, Rhinological and Otological So- 
ciety, Inc., past member of the Board of 


Governors of the American College of 
Surgeons, and Secretary of the American 
Laryngological Association from 1957 to 
1959. 


From 1957 until his death, Dr. Maxwell 
was a member of the Editorial Board of 
the Annals of Otology, Rhinology and 
Laryngology, and from 1955 to 1959, a 
member of the Advisory Board of the In- 
ternational Abstracts of Surgery. 


Dr. Maxwell is survived by his wife. 


ARCHIBALD DUNCAN McCANNEL 


Archibald Duncan McCannel was born 
on June 3, 1879, in Chesley, Ontario, 
Canada. He attended the University of 
Toronto College of Pharmacy, receiving 
his degree of Bachelor of Pharmacy in 
1901. In the same year he opened a drug- 
store in Richburg, North Dakota. In 1902 
he returned to Canada and entered the 
University of Toronto School of Medicine, 
receiving his degree of Doctor of Medicine 
in 1906. Dr. McCannel then went to Lon- 
don, England, to engage in postgraduate 
study at Moorfields Hospital. In 1907 he 
returned to North Dakota and took over 
the practice of Dr. Carl Klemmer in Mi- 
not. In 1912 he studied for several months 
at the University of Vienna under Dr. 
Mellar and his associates. Returning to 
Minot in 1913, he became chief of staff 
and head of the departments of ophthal- 
mology and otolaryngology at St. Joseph’s 
Hospital and a member of the visiting 
staff of Trinity Hospital. Dr. McCannel 
was certificated by the American Board 
of Otolaryngology in 1929. 


Dr. McCannel was a Life Fellow of the 
American Academy of Ophthalmology and 
Otolaryngology, serving as a Councillor 
from 1949 to 1952. He was also a fellow 
of the American College of Surgeons, a 
member of the American Medical Associa- 
tion, the North Dakota Academy of Oph- 
thalmology and Otolaryngology and the 
North Dakota State Medical Society, serv- 
ing as president of that Society in 1936. 
From 1942 to 1959 he served on the North 
Dakota Board of Medical Examiners. He 
was a member of the Northwest District 
Medical Society and the Minnesota Acad- 
emy of Ophthalmology and Otolaryngolo- 
gy. Dr. McCannel was active in many civ- 


‘ic, as well as medical, organizations. 
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Dr. McCannel recently compiled and 
edited a book entitled “Milestones in 
North Dakota State Medicine.” 


In recognition of his lifelong service 
to the people, the University of North 
Dakota dedicated its Medical Center Re- 
habilitation Unit as the McCannel Build- 
ing in his honor on November 22, 1958. 


Dr. McCannel died in Minot on July 22, 
1959. He is survived by his wife, Violet 
Rose McCannel, two daughters, and two 
sons, both in the medical profession: Dr. 
Malcolm A. McCannel of Minneapolis, a 
member of the American Academy of 
Ophthalmology and Otolaryngology, and 
Dr. Donald McCannel of Beverly Hills, 
California. 


JAMES HOMER McCREADY 


James Homer McCready was born 
February 18, 1882, in Wellsville, Ohio. He 
attended Jefferson Medical College of 
Philadelphia, receiving the degree of Doc- 
tor of Medicine in 1906. Postgraduate 
training in otolaryngology was received 
at the University of Vienna. He was cer- 
tificated by the American Board of Oto- 
laryngology in 1940. 


Dr. McCready began the practice of 
his specialty in Pittsburgh. From 1932 to 
1949 he was professor of Otolaryngology 
at the University of Pittsburgh Medical 
School, retiring as professor emeritus. He 
was president of the staff of the Eye and 
Ear Hospital of Pittsburgh from 1932 to 
1949, on the consulting staff of Magee and 
Dixon Hospital, on the staffs of St. Fran- 
cis Hospital and Sewickley Hospital, be- 
coming a senior member of the staff upon 
his retirement. He also was a member of 
the Board of Directors of St. Francis Hos- 
pital and Sewickley Hospital. 


A pioneer in the use and development 
of the bronchoscope, Dr. McCready was 
an assistant to the late Dr. Chevalier 
Jackson, and after Dr. Jackson left Pitts- 
burgh, Dr. McCready was its leading spe- 
cialist in its use. 


Dr. McCready was a Life Fellow of the 
American Academy of Ophthalmology and 
Otolaryngology, a fellow of the American 
Pittsburgh 


College of Surgeons, the 
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Otological Society, a member of the Amer- 
ican Medical Association and of state and 
local medical societies. 


Dr. McCready died on September 28, 
1959, in Pittsburgh. He is survived by his 
wife, Jean Brown McCready, two sons, 
and a daughter. 


GORDON JUDSON McCURDY 


Gordon Judson McCurdy was born in 
Moulmein, Burma, in October 1902. He 
attended the University of Michigan Med- 
ical School, receiving his degree as Doc- 
tor of Medicine in 1927. 


Dr. McCurdy began practice in 1928 
in Providence, Rhode Island, where he was 
associated with Pawtucket Memorial Hos- 
pital and Rhode Island Hospital. He 
moved to California in 1946, and in 1955 
to Phoenix, Arizona. In Phoenix he was 
associated with the Good Samaritan Hos- 
pital, St. Joseph’s Hospital and Phoenix 
Memorial Hospital. He was certificated by 
the American Board of Otolaryngology in 
1940. 


Dr. McCurdy was a Fellow of the Amer- 
ican Academy of Ophthalmology and Oto- 
laryngology, and a member of the Ameri- 
ce.” Laryngological, Rhinological and 
Otological Society, Inc., the American So- 
ciety of Ophthalmic and Otolaryngologic 
Allergy, the American College of Aller- 
gists, the American Medical Association 
and the American College of Chest Sur- 
geons. 


Dr. McCurdy died in Phoenix, Arizona, 
February 14, 1960. He is survived by his 
wife and three children. 


BERTHA SCHENCK McDAVITT 


Bertha Schenck Stecker McDavitt Pat- 
terson died on October 23, 1959, in Fort 
Worth, Texas, at the age of 82 years. 


Bertha Schenck was born in Burlington, 
Iowa, on September 6, 1877. She attended 
the University of lowa College of Medi- 
cine in Iowa City, receiving her degree as 
Doctor of Medicine in 1907. 
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Dr. Schenck began the practice of medi- 
cine in 1907 in Bonaparte, lowa. Three 
years later she moved to Burlington, and 
then in 1913 to Temple, Texas. In Temple, 
Texas, she was associated with the Scott 
and White Memorial Hospital and with 
Dr. Woodson at the Woodson Eye, Ear, 
Nose and Throat Hospital. She main- 
tained an office in the Temple National 
Bank Building after the death of Dr. 
Woodson. She retired from practice in 
March 1953. 


Dr. Bertha Schenck McDavitt was a 
member of the American Academy of 
Ophthalmology and Otolaryngology, the 
American Medical Association, a fellow 
in the American College of Surgeons, Tar- 
rant County Medical Association and Bell 
County Medical Association. A member of 
the Texas Medical Association since 1915, 
she was elected to honorary membership 
in 1954. Dr. McDavitt was certificated by 
the American Board of Otolaryngology 
in 1926. 


Dr. Bertha Schenck Stecker McDavitt 
Patterson is survived by her husband, the 
Rev. E. R. Patterson, a son, Walter F. 
Stecker of Fort Worth, Texas, two 
brothers, Dr. W. L. Schenck of Iowa City, 
and Dr. Charles P. Schenck, a member of 
the Academy; a sister, three grandchil- 
dren and eight great-grandchildren. 


FRANCIS LAMBERT McGANNON 


Francis Lambert 
April 14, 1903, in 


McGannon was born 
Cleveland, Ohio. He 
attended Western Reserve University 
School of Medicine and received the de- 
gree of Doctor of Medicine in 1929. He 
served an internship and a residency in 
medicine and surgery at St. John’s Hos- 
pital in Cleveland. Dr. McGannon did post- 
graduate work in otolaryngology at Wash- 
ington University in St. Louis. He was 
certificated by the American Board of Oto- 
laryngology in 1941. 


Dr. McGannon practiced his specialty in 
Cleveland and in Lakewood, Ohio. He was 
head of the department of otolaryngology 
at St. John’s Hospital, on the dispensary 
staff of St. Alexis Hospital, Fairview Park 
Hospital, Lutheran Hospital and Charity 
Hospital, all in Cleveland. Dr. McGannon 
was on the courtesy staff at Lakewood 
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Hospital, in Lakewood. 


Dr. McGannon was a Fellow of the 
American Academy of Ophthalmology and 
Otolaryngology. He was a member of the 
American Laryngological, Rhinological, 
and Otological Society, and a fellow of 
the American College of Allergists and 
of the American College of Surgeons. He 
also held membership in the American 
Society of Ophthalmologic and Otolaryn- 
gologic Allergy, the American Medical 
Association, and the Academy of Medicine 
of Cleveland. 


Dr. MeGannon died on December 26, 
1959, in Lakewood. 


JAMES WILSON McKENNAN 


James Wilson McKennan born 
April 25, 1876, in Washington, Pennsyl- 
vania. He attended Washington and Jef- 
ferson College and the Western Pennsyl- 
vania Medical College, receiving his de- 
gree as Doctor of Medicine in 1900. 


Dr. McKennan established his practice 
in Washington, Pennsylvania, in 1902, and 
continued that practice for fifty-nine 
years, until his death. In 1950 the Penn- 
sylvania State Medical Society honored 
him for fifty years of service in the medi- 
cal profession. 


A Life Fellow of the American Acad- 
emy of Ophthalmology and Otolaryngolo- 
gy, Dr. McKennan also held membership 
in the American Medical Association, the 
Pennsylvania Medical Society and the 
Washington County Medical Society. 


Dr. McKennan died March 7, 1960, at 
the Ohio Valley General Hospital in 
Wheeling, West Virginia, at the age of 
83 years. He is survived by a son, James 
Wilson McKennan, Jr., and a daughter, 
Mrs. Emeline McKennan Scott. 


JOHN BOYD McMURRAY 


John Boyd McMurray was born in In- 
dependence, Pennsylvania, on October 23, 
1878. He attended the College of Physi- 
cians and Surgeons of Baltimore, receiv- 
ing the degree of Doctor of Medicine in 
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1901. That same year he began the prac- 
tice of medicine in Houston, Pennsylvania. 
In 1904 he interrupted his practice to con- 
tinue his education. His postgraduate 
training in ophthalmology and otolaryn- 
gology was carried out at the Philadelphia 
Polyclinic and the Royal London Ophthal- 
mic Hospital. He was a specialist certi- 
fied by the American Board of Ophthal- 
mology in 1920 and by the American 
Board of Otolaryngology in 1926. 


After completing his postgraduate 
training Dr. McMurray went to Washing- 
ton, Pennsylvania, to practice. He re- 
mained there until his death on February 
18, 1960. He was associated with Wash- 
ington Hospital and Hillsview Clinic-Hos- 
pital. 


In 1951 Dr. McMurray was honored by 
the Washington County Medical Society 
for his fifty years of service to the people 
and the profession. Dr. McMurray retired 
in 1956 after practicing for fifty-five 
years. 


A Life Fellow of the American Acad- 
emy of Ophthalmology and Otolaryngolo- 
gy, Dr. McMurray served as Vice-Presi- 
dent of the Academy in 1935. He also held 
membership in the American Laryngolo- 
gical, Rhinological and Otological Society, 
Inc., the Association for Research in Oph- 
thalmology, the Pittsburgh Ophthalmolo- 
gical Society, the Pennsylvania Medical 
Society, the Washington County Medical 
Society, and the American Medical Asso- 
ciation, serving as vice-chairman of the 
Section of Laryngology, Otology and 
Rhinology in 1934 and 1935. 


Dr. McMurray died February 18, 1960 
in Washington. He is survived by his wife 
and three children. A son, Dr. John S. Mc- 
Murray, is also a Fellow of the Academy. 


FORREST WAYNE MERICA 


Dr. Forrest Wayne Merica, a Life Fel- 
low of the American Academy of Ophthal- 
mology and Otolaryngology, died Decem- 
ber 2, 1959, at Lakewood, Ohio. 


Forrest Wayne Merica was born in 
Francesville, Indiana, on September 5, 
1901. He attended Indiana University 
School of Medicine, receiving his degree 
of Doctor of Medicine in 1925. His post- 
graduate training was carried out at the 


Indiana University Hospital, where he 
served a rotating internship from 1924- 
1926, and at the Cleveland Clinic Hospital, 
where he was a resident in surgery and 
otolaryngology from 1926 through 1928. 
He was certificated by the American 
Board of Otolaryngology in 1930. 


Dr. Merica began his practice in 1928 in 
Lakewood, Ohio, a suburb of Cleveland. 
He was associated with Fairview Park 
Hospital as a member of the active staff, 
St. John’s Hospital, Southwest Communi- 
ity Hospital, Lutheran Hospital, and 
Lakewood Hospital, where he was chief 
of the section of Otolaryngology from 
1948 until his death. 


Dr. Merica held membership in the 
American Laryngological, Rhinological, 
and Otological Society, Inc., the Ameri- 
can Broncho-Esophagological Society, the 
Cleveland Otolaryngology Club, Cleveland 
Clinical Club, the Cleveland Academy of 
Medicine, the Ohio State Medical Associa- 
tion and the American Medical Associa- 
tion. 


Dr. Merica is survived by his wife, Alice 
Louise Merica of Bay Vilage, Ohio, and 
a daughter. 


MAURICE ELIAS MESIROW 


Maurice Elias Mesirow was born June 
20, 1884. He attended the University of 
Pennsylvania and the University of Illi- 
nois, receiving the degree of Doctor of 
Medicine in 1907. He was certificated by 
the American Board of Ophthalmology in 
1934, 


Dr. Mesirow began his practice of medi- 
cine in Chicago, where he was associated 
with the Michael Reese Hospital and 
Edgewater Hospital. In 1946 he moved to 
Santa Maria, California, joining the staff 
of Our Lady of Perpetual Help Hospital. 


Dr. Mesirow was a Life Fellow of the 
American Academy of Ophthalmology and 
Otolaryngology, and a member of the As- 
sociation for Research in Ophthalmology, 
and of the American Medical Association. 


Dr. Mesirow retired from active prac- 
tice in 1958. He died January 29, 1960, in 
San Francisco. He is survived by his wife, 
Irene Mesirow, and a daughter. 
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CLAUDE HAMMET MIEARS 


Claude Hammet Miears was born Oc- 
tober 29, 1895, in Dale, Texas. He attend- 
ed the University of Oklahoma School of 
Medicine, receiving his degree as Doctor 
of Medicine in 1925. His postgraduate 
training in otolaryngology was obtained 
at the New Orleans Eye, Ear, Nose and 
Throat Hospital. He was certificated by 
the American Board of Otolaryngology in 
1944. 


Dr. Miears began the practice of his 
specialty in 1928 in Corsicana, Texas, but 
later moved to Austin, Texas. In Austin 
he was associated with the Seton Hos- 
pital and St. David’s Community Hospital, 
and was on the staff of Brackenridge Hos- 
pital from 1930 to 1959, serving as chief 
of staff in the departments of ophthal- 
mology and otolaryngology in 1955 and 
1956. 


Dr. Miears was a Fellow of the Ameri- 
can Academy of Ophthalmology and Oto- 
laryngology, and a member of the Ameri- 
can Medical Association, and of the Texas 
Ophthalmological and Otolaryngological 
Society. 


Dr. Miears died August 5, 1959, in 
Austin. He is survived by his wife, Edith 
Miears, and two sons. 


ISIDORE MILLER 


Dr. Isidore Miller died August 12, 1959, 
in New York at the age of 76 years. 


Isidore Miller was born September 1, 
1883, in New York. He attended New 
York University College of Medicine, re- 
ceiving the degree of Doctor of Medicine 
in 1911. 


Dr. Miller began his practice of medi- 
cine in New York the same year. He was 
associated with the New York Eye and 
Ear Infirmary, and Bellevue Hospital 
Center, Postgraduate Hospital. Dr. Miller 
was certificated by the American Board 
of Otolaryngology in 1928. He retired 
from active practice in May 1954. 


Dr. Miller was a Fellow of the Ameri- 
can Academy of Ophthalmology and Oto- 
laryngology, and of the American College 
of Surgeons, and a charter member of 


the Bronx County Medical Society. He 
also held membership in the American 
Medical Association and in state and local 
medical societies. 


Dr. Miller is survived by his wife, Dora 
Miller, and two sons. 


WADE HAMPTON MILLER 


Wade Hampton Miller was born Janu- 
ary 21, 1895, in Kansas City, Missouri. 
He received his bachelor of science degree 
from Cornell University and entered the 
St. Louis University School of Medicine 
(National University of Arts and Sci- 
ences, St. Louis), receiving his degree as 
Doctor of Medicine in 1917. He then en- 
gaged in postgraduate study at George 
Washington University. 


Dr. Miller began his medical career 
as a general surgeon in 1919 in Kansas 
City, but through his interest in and in- 
tensive study of aviation medicine, he be- 
came acquainted with the study of oph- 
thalmology. Intensive training in this field 
was undertaken at McMillan Eye Insti- 
tute of Washington University, Wilmer 
Eye Institute, and Dartmouth Eye Insti- 
tute. In 1945 he limited his practice to 
this specialty. He was certificated as a 
specialist by the American Board of Oph- 
thalmology in 1956. 


Dr. Miller was associated with the Re- 
search Hospital, Queen of the World Hos- 
pital, St. Joseph’s Hospital and Menorah 
Medical Center in Kansas City. 


Dr. Miller was a Fellow of the Ameri- 
can Academy of Ophthalmology and Oto- 
laryngology, and of the International Col- 
lege of Surgeons. He also held member- 
ship in the Pan-American Association of 
Ophthalmology, the Association for Re- 
search in Ophthalmology, the American 
Medical Association and the Aero Medical 
Association. Dr. Miller was a member of 
the Instituto Barraquer of Barcelona, 
Spain, and a consultant in aviation medi- 
cine for Canada, Great Britain and the 
Netherlands. 


Dr. Miller received recognition in this 
country and abroad for his outstanding 
contributions to medicine. 


He died March 13, 1960, at the age of 
65, in his native city. He is survived by 
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his wife, Gladys Deans Miller, and two 
sons. 


WILLIAM WALLACE MORRISON 


Dr. William Wallace Morrison, a Life 
Fellow of the American Academy of Oph- 
thalmology and Otolaryngology, died on 
April 17, 1960, in New York. 


William Wallace Morrison was born 
July 20, 1894, in Plattsville, Ontario, 
Canada. He attended the Western Uni- 
versity Faculty of Medicine in Guelph, 
Ontario, receiving his medical degree in 
1919. He interned at Bellevue Hospital 
and then did postgraduate work at the 
New York Eye and Ear Infirmary. He was 
certificated by the American Board of 
Otolaryngelogy in 1925. 


Dr. Morrison was past director of oto- 
laryngology at the New York Polyclinic 
Medical School and Hospital, professor 
in the Department of Otolaryngology 
there, a member of the staff of the New 
York Eye and Ear Infirmary and asso- 
ciate professor of Clinical Otology of the 
New York University Post-Graduate 
School of Medicine. He was the author of 
“Diseases of the Ear, Nose and Throat.” 


Dr. Morrison held membership in the 
American Laryngological, Rhinological, 
and Otological Society, Inc., the American 
Laryngological Association, the New York 
Laryngological Association, the New York 
Academy of Medicine, the West Side Med- 
ical Society of New York, the American 
Medical Association, and the American 
College of Surgeons. 


In addition to his interest in medicine, 
Dr. Morrison was a student of the his- 
tory of the Civil War, and was interested 
in the naval history of World War II. He 
was quite expert in silverworking and 
enamelling, was a gardener, birdwatcher, 
and patron of the arts. He was a life 
member of the Actors Fund of America 
and a member of the Episcopal Actors 
Guild. He served in the Canadian Army 
during World War I and as captain in 
the medical corps of the United States 
Navy during World War II. 


Dr. Morrison’s first wife, Claire Radley 
Morrison, died in 1950. In 1952 he mar- 
ried Mrs. Helen Stewart Moore, who sur- 
vives him. 


FELIX ROBERT NAGER 


Professor Felix R. Nager, who was 
elected an Honorary Fellow of the Amer- 
ican Academy of Ophthalmology and Oto- 
laryngology on October 22, 1925, died af- 
ter a lingering illness on September 7, 
1959, at the age of 81, in Zurich, Switzer- 
land. The obituary notice appears in the 
March-April TRANSACTIONS, on page 
220. 


CHARLES FREDERICK NELSON 


Charles Frederick Nelson was born in 
1875. He attended the University of 
Wooster Medical School in Cleveland, re- 
ceiving his degree of Doctor of Medicine 
in 1897. 

For many years, Dr. Nelson was a med- 
ical consultant for the New York Central 
Railroad, the Erie Railroad, and the Bal- 
timore and Ohio Railroad. 


Dr. Nelson was a Life Fellow of the 
American Academy of Ophthalmology and 
Otolaryngology and a member of the 
American Medical Association. 


Dr. Nelson died March 17, 1960, in 
Cleveland, at the age of 84 years. 


DONALD HUNTER O'ROURKE 


Donald Hunter O’Rourke was born in 
1893. He attended the University of 
Michigan and Rush Medical College, re- 
ceiving his degree of Doctor of Medicine 
in 1917. Dr. O’Rourke served with the 
United States Navy Medical Corps from 
1917 to 1925. In 1925 he attended the 
University of Colorado, receiving a degree 
as Doctor of Ophthalmology. He was cer- 
tificated by the American Board of Oph- 
thalmology in 1927. 


Dr. O’Rourke practiced his specialty in 
Denver, Colorado, where he was on the 
staff of Colorado General Hospital and a 
member of the consulting staff of Mercy 
Hospital and the Children’s Hospital. He 
was an instructor of ophthalmology at 
the University of Colorado. 

Dr. O’Rourke was a Life Fellow of the 
American Academy of Ophthalmology 
and Otolaryngology, a past president of 
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the Pacific Coast Oto-Ophthalmological 
Society, and also a member of the Colo- 
rado Ophthalmological Society and of the 
Denver Medical Society. 


Dr. O’Rourke died December 27, 1959, 
in Denver. 


ROBERT EUNICE PARRISH 


Dr. Robert E. Parrish, a Life Fellow of 
the American Academy of Ophthalmology 
and Otolaryngology, died May 29, 1960, 
in San Antonio, Texas, aged 69 years. 


Robert Eunice Parrish was born Sep- 
tember 11, 1891, in Smithfield, North 
Carolina. He attended the University of 
North Carolina and Jefferson Medical Col- 
lege of Philadelphia, receiving his degree 
as Doctor of Medicine in 1914. His post- 
graduate training was carried out at the 
Postgraduate Army Medical School. 


Dr. Parrish served with the United 
States Army Medical Corps from 1916 
to 1929. He was chief of staff of the Lye, 
Ear, Nose and Throat Department at Wal- 
ter Reed General Hospital. He began his 
civilian practice of medicine in 1929 in his 
native city, and later moved to San An- 
tonio, where he became associated with 
the Robert B. Green Memorial Hospital, 
the Nix Memorial Baptist Hospital, Santa 
Rosa Hospital, and civilian consultant at 
Brooke Army Hospital, Fort Sam Hous- 
ton, Texas. He was certificated by the 
American Board of Otolaryngology in 
1929 and the American Board of Ophthal- 
mology in 1937. 


Dr. Parrish was a member of the Amer- 
ican Broncho-Esophagological Associa- 
tion, the Texas Society of Ophthalmology 
and Otolaryngology, the American Medi- 
cal Association, Texas Medical Associa- 
tion, and Bexar County Medical Associa- 
tion. He was past president of the Bexar 
County Medical Association, and was on 
the Board of Directors and past president 
of the Board of the Robert B. Green Me- 
morial Hospital. 


Dr. Parrish is survived by his wife, 
Kathryn H. Parrish, and eight children. 


GEORGE HENRI POIRIER 


Dr. George H. Poirer died August 8, 
1959, at Topsfield, Massachusetts. He was 
73 years old. 
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George Henri Poirer was born in 1886. 
He attended Tufts University School of 
Medicine in Boston, receiving his degree 
as Doctor of Medicine in 1910. 


Dr. Poirier was associated with the 
Massachusetts Eye and Ear Infirmary 
from 1916 to 1946. He started as clinical 
assistant in otology and laryngology, and 
was appointed successively as assistant 
surgeon, associate surgeon, surgeon and 
consulting surgeon. From 1935 to 1946 he 
served as secretary to the Board of Sur- 
geons. 


Dr. Poirier was a Fellow of the Ameri- 
can Academy of Ophthalmology and Oto- 
laryngology and a member of the New 
England Otolaryngological Association, 
the American Laryngological, Rhinologi- 
cal and Otological Society, Inc., the Amer- 
ican Medical Association, and the Massa- 
chusetts Medical Society. 


Dr. Poirier is survived by his wife, Cor- 
nelia Campbell Poirier. 


WILLIAM CAMPBELL POSEY, JR. 


William Campbell Posey, Jr., was born 
February 6, 1914, in Philadelphia. He at- 
tended Harvard University, where he re- 
ceived a Bachelor of Arts degree, and the 
University of Pennsylvania School of 
Medicine, receiving his degree of Doctor 
of Medicine in 1939. His postgraduate pro- 
gram was carried out at the University of 
Pennsylvania Postgraduate School. He 
was certificated by the American Board of 
Ophthalmology in 1951. 


Dr. Posey began the practice of his spe- 
cialty in Ardmore, Pennsylvania in 1940. 
He was associated with the Graduate Hos- 
pital of the University of Pennsylvania, 
the Pennsylvania Hospital in Philadelphia, 
and Bryn Mawr Hospital in Bryn Mawr. 


Dr. Posey was a Fellow of the American 
Academy of Ophthalmology and Otolaryn- 
gology, and of the International College of 
Surgeons. He was a member of the Oph- 
thalmic Club of Philadelphia, the Ameri- 
can Medical Association, the American 
College of Physicians, and the Mont- 
gomery County Medical Society. 


Dr. Posey died January 2, 1960, in 
Bryn Mawr, Pennsylvania. He is survived 
by his wife, Dorothy Cuthbert Posey. 
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LOWELL BERNARD PRIVETT 


Lowell Bernard Privett was born in 
Woonsocket, South Dakota, on December 
3, 1900. He attended Creighton University 
School of Medicine, receiving his degree 
of Doctor of Medicine in 1929. Dr. Privett 
interned in Omaha at Creighton Memorial 
Hospital and St. Joseph’s Hospital. 


Licensed to practice medicine and sur- 
gery, he opened an office in Geddes, South 
Dakota, in 1930. Dr. Privett moved to 
Boise, Idaho in 1936, where he practiced 
until 1941, when he was called from the 
United States Army Reserves into mili- 
tary service. During his military service 
he was associated with McQuad Hospital, 
the 45th Station Hospital, and the 220th 
General Hospital. After returning to ci- 
vilian life, he did basic work in ophthal- 
mology at Washington University in St. 
Louis, and had further training at the 
University of California, San Francisco 
City Hospital, and San Francisco County 
Hospital. In 1947 Dr. Privett returned to 
Boise to practice ophthalmology. He was 
certificated by the American Board of 
Ophthalmology in 1952. 


Dr. Privett was associated with St. 
Luke’s Hospital and St. Alphonsus Hos- 
pital, serving also on the St. Alphonsus 
executive board. 


Dr. Privett was a Fellow of the Ameri- 
can Academy of Ophthalmology and Oto- 
laryngology, and was also a member of 
the American Medical Association. He 
was past president of the Southwestern 
Idaho District Medical Society. 


Dr. Privett died on June 13, 1960, in 
Boise. He is survived by his wife, Agnes 
Marie Folda Privett, two sons, and two 
daughters. 


HARLEY WINFIELD QUALLS 


Harley Winfield Qualls was born Janu- 
ary 5, 1884, in Cedar Hill, Tennessee. He 
attended Vanderbilt University School of 
Medicine in Nashville, receiving the de- 
gree of Doctor of Medicine in 1912. He 
engaged in the postgraduate study of oto- 
laryngology at the University of Vienna, 
Bellevue City Hospital in New York, and 
the University of Chicago Hospitals, and 
was certified by the American Board of 
Otolaryngology in 1927. 


Dr. Qualls began the practice of medi- 
cine in Union City, Tennessee. In 1924 he 
moved to Memphis, where his practice 
was limited to otolaryngology. He was as- 
sociated with LeBonheur Children’s Hos- 
pital and St. Joseph’s Hospital, senior 
surgeon at Methodist Hospital, and chief 
of staff at Memphis Eye, Ear, Nose and 
Throat Hospital. 


Dr. Qualls was a Fellow of the Ameri- 
ean Academy of Ophthalmology and Oto- 
laryngology. In 1948 he was president of 
the Tennessee State Medical Association. 
He had also served as president of the 
Memphis and Shelby County Medical So- 
ciety. In 1919 he was appointed to the 
Tennessee State Board of Medical Ex- 
aminers, serving as Secretary of the 
Board from 1935 until his death. 


Dr. Qualls died October 28, 1959, in 
Memphis. He is survived by his wife, Ada 
Moffett Qualls, and a son. 


PHILIP LIPSEY ROMONEK 


Philip Lipsey Romonek was born in Po- 
land in 1895. He attended Loyola Univer- 
sity School of Medicine in Chicago, re- 
ceiving his degree of Doctor of Medicine 
in 1921. Dr. Romonek interned at Sacred 
Heart Hospital in Spokane, Washington, 
and then returned to Chicago to study 
otolaryngology under Dr. J. C. Beck. He 
also did further study at the University 
of Vienna and at the University of 
Prague. Dr. Romonek was certificated in 
1928 by the American Board of Otolaryn- 
gology. 


Dr. Romonek began the practice of his 
specialty in Omaha. He was an instructor 
of otolaryngology at the University of 
Nebraska College of Medicine from 1926 
to 1941 and an assistant professor of oto- 
laryngology from 1941 to 1943. From 1926 
to 1942 he was chief of the department of 
ear, nose and throat at the Lutheran Hos- 
pital in Omaha. He later moved to Cali- 
fornia where he became associated with 
St. John’s Hospital in Santa Monica. From 
1946 to 1948 he was chairman of the de- 
partment of otolaryngology at St. John’s 
Hospital, and from 1946 to 1952 he served 
as an attending otolaryngologist at the 
Cedars of Lebanon Hospital in Los Ange- 
les. Dr. Romonek was a clinical professor 
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of otolaryngology in the University of 
California at Los Angeles from 1954 to 
1958. 


Dr. Romonek was a Life Fellow of the 
American Academy of Ophthalmology and 
Otolaryngology, a fellow of the American 
College of Surgeons, and a member of 
the American Medical Association. 


Dr. Romonek died on November 9, 1959, 
in Los Angeles. 


ASHER HARRY RUBENSTEIN 


Dr. A. Harry Rubenstein, a Life Fellow 
of the American Academy of Ophthal- 
mology and Otolaryngology, died October 
2, 1959, in Syracuse, New York. 


Asher Harry Rubenstein was born July 
27, 1894, in Syracuse. He attended the 
State University of New York, College of 
Medicine at Syracuse, receiving his degree 
as Doctor of Medicine in 1919. His post- 
graduate training in otolaryngology was 
obtained at the University of Vienna. He 
was certificated by the American Board 
of Otolaryngology in 1929. 


Dr. Rubenstein began the practice of 
his specialty in Syracuse in 1926. He was 
associated with Syracuse Memorial Hos- 
pital, the General Hospital, Veterans’ Ad- 
ministration Hospital, and Hospital of the 
Good Shepherd. At the time of his death 
he was professor emeritus of otolaryn- 
gology at the State University of New 
York, Upstate Medical Center. 


Dr. Rubenstein held membership in the 
American Medical Association, New York 
State Medical Association, and the Alum- 
ni Association of New York City Hospital. 


He is survived by his wife and two 
daughters. 


THOMAS SAGE 


Dr. Thomas Sage died November 22, 
1959, in Detroit, at the age of 58 years. 


Thomas Sage was born December 6, 
1901, in Galeton, Pennsylvania. He at- 
tended Detroit City College, receiving a 
Bachelor of Arts degree in 1925, and De- 
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troit College of Medicine and Surgery 
(now Wayne State University College of 
Medicine), from which he received his de- 
gree as Doctor of Medicine in 1931. 


After receiving his medical degree, Dr. 
Sage engaged in general practice until 
1940. He then entered the postgraduate 
school of Washington University School 
of Medicine in St. Louis for postgraduate 
study of otolaryngology. He also com- 
pleted a residency in otolaryngology at 
the Detroit Receiving Hospital under Dr. 
James Milton Robb. He was certificated 
by the American Board of Otolaryngology 
in 1945. 


Dr. Sage was assistant professor of oto- 
laryngology at Wayne State University. 
He was otologist on the staff of Jennings 
Memorial Hospital and held staff appoint- 
ments at the City of Detroit Receiving 
Hospital, Grace Hospital, St. John’s Hos- 
pital and Holy Cross Hospital. 


Dr. Sage was a Fellow of the American 
Academy of Ophthalmology and Otolaryn- 
gology, and held membership in the Amer- 
ican Medical Association, the Michigan 
State Medical Society, and the Wayne 
County Medical Society. 


Dr. Sage is survived by his wife and a 
daughter. 


CHARLES EDWARD SAVERY 


Dr. Charles Edward Savery, a Life Fel- 
low of the American Academy of Oph- 
thalmology and Otolaryngology, died Feb- 
bruary 13, 1960, in Deerfield Beach, Flor- 
ida. He was 71 years old. 


Charles Edward Savery was. born 
March 28, 1889, in Knox, Indiana. He at- 
tended Indiana University School of 
Medicine in Indianapolis, receiving the de- 
gree of Doctor of Medicine in 1914. His 
postgraduate program was carried out at 
Jackson Clinic in Philadelphia and, in 
1927, at the University of Vienna. He was 
certificated by the American Board of 
Otolaryngology in 1929. 


Dr. Savery established his practice at 
South Bend, Indiana, in 1915. He was on 
the staff of the Memorial Hospital and St. 
Joseph’s Hospital, and was the first full- 
time physician hired by Studebaker Com- 
pany. 
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Dr. Savery held membership in the 
American College of Surgeons, the Amer- 
ican Medical Association, the Indiana 
State Medical Society, and St. Joseph 
County Medical Association. 


Dr. Savery is survived by his wife, Mary 
G. Savery, a son and a daughter. 


ANNE LARDNER MOORE SHANNON 


Dr. Anne Lardner Moore Shannon died 
on May 5, 1960, in Montclair, New Jersey. 


Anne Lardner Moore was born Novem- 
ber 27, 1898, in Pineville, North Carolina. 
She attended Randolph-Macon Women’s 
College, and Cornell University School of 
Medicine, receiving her degree of Doctor 
of Medicine in 1924. Dr. Shannon interned 
at Grasslands Hospital in Westchester, 
New York. From 1924 to 1925 she was 
house surgeon at Bellevue Hospital and 
from 1925 to 1927 house officer in oto- 
laryngology there. She did postgraduate 
work at the University of Vienna and 
Manhattan General Hospital. Dr. Shan- 
non began the practice of otolaryngology 
in Montclair in 1931. She was attending 
physician and director of otolaryngology 
at Montclair Community Hospital and 
Mountainside Hospital; she was the only 
woman to have served in this capacity 
at these hospitals. She was on the cour- 
tesy staff of St. Vincent’s Hospital, at- 
tending otolaryngologist at St. John’s 
Guild Seaside Hospital of Staten Island, 
New York, and on the consulting staff of 
the Children’s Heart Unit of Victoria 
Foundation in Morris Plains, New Jersey. 


Dr. Shannon was a Fellow of the Amer- 
ican Academy of Ophthalmology and Oto- 
laryngology, a fellow of the American 
College of Surgeons, a member of the 
New Jersey Society of Ophthalmology and 
Otolaryngology, and of the American 
Medical Association. She also held mem- 
bership in state and local medical societies. 
She was certificated by the American 
Board of Otolaryngology in 1930. Dr. 
Shannon retired from active practice in 
1959. 


Dr. Shannon is survived by her husband, 
Dr. James B. Shannon, a member of the 
Academy and her associate in practice. 


ELBERT STETSON SHERMAN 


Dr. Elbert Stetson Sherman, a Life Fel- 
low of the American Academy of Ophthal- 
mology and Otolaryngology, died Septem- 
ber 11, 1959, in Maplewood, New Jersey. 
He was 76 years old. 


Elbert Stetson Sherman was born 
August 5, 1873, in Manasquan, New Jer- 
sey. He attended the University of Penn- 
sylvania School of Medicine in Philadel- 
phia, receiving the degree of Doctor of 
Medicine in 1897. In 1900 he began the 
practice of medicine in Newark, New 
Jersey. He was associated with Newark 
Eye and Ear Infirmary, Babies’ Hospital- 
Coit Memorial, Presbyterian Hospital, 
Essex County Overbrook Hospital in Ce- 
dar Grove, Essex County Hospital in 
Belleville, Fitkin Memorial Hospital in 
Neptune, and Monmouth Memorial Hos- 
pital in Long Branch. 


Dr. Sherman began his practice as a 
general practitioner, but in 1905 was 
forced to give up his strenuous schedule 
because of tuberculosis. He began to de- 
vote his time to ophthalmology and oto- 
laryngology in the clinic of Dr. Charles 
J. Kipp at Newark. He also served in the 
Medical Research Laboratory of Aviation. 
He was certificated by the American 
Board of Ophthalmology in 1919. 


Dr. Sherman was a member of the New 
York Academy of Medicine, the American 
Medical Association and the Academy of 
Medicine of Northern New Jersey. 


Dr. Sherman is survived by a daughter 
and two sons, A. Russell Sherman, M.D. 
and Arthur E. Sherman, M.D., both of 
whom are members of the Academy. 


HENRY LEE SLOAN 


Dr. Henry Lee Sloan, a Life Fellow of 
the American Academy of Ophthalmology 
and Otolaryngology, died November 5, 
1959, in Charlotte, North Carolina. He 
was 73 years old. 


Henry Lee Sloan was born August 6, 
1886, in Ingold, North Carolina. He at- 
tended the University of North Carolina 
and the University of Pennsylvania School 
of Medicine, receiving the degree of Doc- 
tor of Medicine in 1911. For two years 
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following his graduation he was engaged 
in field work for the Rockefeller Founda- 
tion. 


Dr. Sloan began the practice of medi- 
cine in 1915 in Lincolnton, North Carolina. 
After completing a residency in ophthal- 
mology at New York Eye and Ear Infir- 
mary, he established a practice in his 
specialty in Charlotte, North Carolina, 
where he founded the Charlotte Eye, Ear 
and Throat Hospital, serving as its chief 
of staff from 1923 until his retirement. 
He was also on the staffs of Charlotte 
Memorial Hospital and Presbyterian Hos- 
pital. 


Dr. Sloan held membership in the 
North Carolina Eye, Ear, Nose and Throat 
Society, the American Medical Associa- 
tion, the North Carolina State Medical 
Society, and the Mecklenburg County 
Medical Society, and he was a fellow in the 
American College of Surgeons. He was 
certificated by the American Board of 
Ophthalmology in 1924. 


Dr. Sloan is survived by his wife, Elea- 
nor Clark Sloan, and a son, Dr. Henry 
L. Sloan, Jr., who was associated with 
him in the practice of ophthalmology. 


DEAN STANLEY SMITH 


Dr. Dean Stanley Smith, a Life Fellow 
in the American Academy of Ophthalmolo- 
gy and Otolaryngology, died October 10, 
1959, in LaCrosse, Wisconsin. He was 70 
years old. 


Dean Stanley Smith was born in River 
Falls, Wisconsin, in 1889. He attended 
River Falls College, Harvard University 
and the University of Illinois College of 
Medicine, receiving the degree of Doctor 
of Medicine in 1915. His postgraduate 
studies were continued at the University 
of Vienna and at the Illinois Eye and 
Ear Infirmary. 


Dr. Smith began the practice of medi- 
cine in LaCrosse, Wisconsin, where he 
was on the staff of St. Francis Hospital. 


Dr. Smith was a member of the Ameri- 
can Medical Association, a fellow in the 
American College of Surgeons, a member 
of the Wisconsin State Medical Society, 
and LaCrosse County Medical Society. 
He was certificated by the American 
Board of Otolaryngology in 1928. 
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Dr. Smith received the first distin- 
guished alumnus award presented by the 
River Falls State College for his “per- 
sonal accomplishment, civic responsibility, 
and contributions to community and coun- 
try and interest to this college, and high- 
est integrity in professional, public and 
personal relationships.” 


Dr. Smith is survived by two sons. His 
widow, Irene Sutter Smith, died Novem- 
ber 24, 1959. 


FRANKLIN CALTON SMITH 


Dr. Franklin Calton Smith, a Life Fel- 
low of the American Academy of Ophthal- 
mology and Otolaryngology, died Febru- 
ary 25, 1960, at the age of 65, in Charlotte, 
North Carolina. 


Franklin Calton Smith was born July 
18, 1894, in Greenville, North Carolina. 
He attended Duke University, the Uni- 
versity of North Carolina School of Medi- 
cine, and Jefferson Medical College of 
Philadelphia, receiving his degree as Doc- 
tor of Medicine in 1921. His postgraduate 
program of study in ophthalmology was 
carried out at the Episcopal Hospital and 
Wills Eye Hospital in Philadelphia. He 
was certificated by the American Board 
of Ophthalmology in 1935. 


Dr. Smith began the practice of medi- 
cine in Durham, North Carolina, in 1925. 
In 1928 he moved to Charlotte, where he 
became associated with the Charlotte Eye, 
Ear and Throat Hospital, remaining there 
as ophthalmologist and part owner until 
his death. He was also affiliated with 
Mercy Hospital, Good Samaritan Hospital 
and Presbyterian Hospital, and was chief 
of ophthalmology at St. Peter’s Hospital 
and at the Variety Club Eye Clinic. 


Dr. Smith was a past president of the 
North Carolina Eye, Ear, Nose and Throat 
Society, and a past vice-president of the 
Medical Society of the State of North 
Carolina. He was also a member of the 
Southern Medical Association, Tri-State 
Medical Association, Mecklenburg County 
Medical Society, and the Seventh District 
Medical Society. 


Dr. Smith is survived by his wife and 
two children. 
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ELLIS H. STEFFENSEN 


Ellis H. Steffensen was born December 
7, 1912. He attended the University of 
Michigan, receiving a Bachelor of Arts 
degree, a Master of Science degree in 
physiology, and his degree as Doctor of 
Medicine from the University of Michigan 
Medical School. His postgraduate educa- 
tion was continued at the Henry Ford 
Hospital in Detroit. In 1942 his residency 
in ophthalmology was interrupted by 
service in the United States Army. He re- 
turned to Henry Ford Hospital to com- 
plete his training in 1946 after his dis- 
charge. 


Dr. Steffensen continued to practice his 
specialty at the Henry Ford Hospital; 
from 1948 until his death he was associate 
surgeon in ophthalmology. He was certifi- 
cated by the American Board of Ophthal- 
mology in 1949. 


Dr. Steffensen was a member of the 
American Academy of Ophthalmology and 
Otolaryngology, the Detroit Ophthal- 
mological Society, the Henry Ford Hos- 
pital Medical Society, the American Medi- 
cal Association, Wayne County Medical 
Society, and the Michigan State Medical 
Society. 


Dr. Steffensen died April 9, 1960, at 
home in Orchard Lake, Michigan, at the 
age of 47. He is survived by a brother, 
Dr. Wallace Steffensen, an Academy mem- 
ber, and his sister, Mrs. William Patter- 
son of Riverside, Ohio. 


FRANK CHARLES STERNES 


Dr. Frank Charles Sternes died in an 
airplane crash on June 26, 1959, in Milan, 
Italy. His wife, Lillian Korecky Sternes, 
and his mother-in-law also died in the 
crash. 


Frank Charles Sternes was born May 
15, 1908, in Chicago, Illinois. He attended 
Loyola University in Chicago, receiving 
his Master of Science degree in Physi- 
ology in 1930, and his degree of Doctor of 
Medicine in 1933. Dr. Sternes served an 
internship and residencies in ophthalmolo- 
gy and otolaryngology at Cook County 
Hospital. He was certificated by the 
American Board of Ophthalmology in 
1942. 


Dr. Sternes began the practice of his 
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specialty in Chicago. He was chief of 
ophthalmology at St. Anthony de Padua 
Hospital and on the staff of MacNeal Me- 
morial Hospital at Berwyn, Illinois. He 
formerly was an attending ophthalmolo- 
gist at Cook County Hospital. Dr. Sternes 
was an assistant clinical instructor at 
Rush Medical College and an assistant 
professor at Cook County Postgraduate 
School. 


Dr. Sternes was a Fellow of the Ameri- 
can Academy of Ophthalmology and Oto- 
laryngology, and a member of the Ameri- 
can Medical Association, the Illinois State 
Medical Society, and the Chicago Medical 
Society. 


An accomplished pianist, Dr. Sternes 
enjoyed music as one of his interests out- 
side of the medical profession. 


Dr. Sternes is survived by a son, Glenn 
Sternes. 


JAMES KENNEDY STEWART 


James Kennedy Stewart was born on 
March 27, 1901, in Wheeling, West Vir- 
ginia. He attended Jefferson Medical Col- 
lege of Philadelphia, receiving his degree 
as Doctor of Medicine in 1929. Dr. Stew- 
art interned at Ohio Valley General Hos- 
pital and did basic work in otolaryngolo- 
gy and ophthalmology in the University 
of Pennsylvania Graduate School. 


Dr. Stewart began the practice of his 
specialty in Wheeling, where he became 
associated with Ohio Valley General Hos- 
pital and Wheeling Hospital. He was cer- 
tificated by the American Board of Oto- 
laryngology in 1936. 


Dr. Stewart was a Fellow of the Amer- 
ican Academy of Ophthalmology and Oto- 
laryngology, a fellow of the American 
College of Surgeons and a member of the 
American Medical Association. 


Dr. Stewart died in Wheeling, West Vir- 
ginia, on April 28, 1960. 


EUTIMIO DOMENICO TENAGLIA 


Dr. Eutimio D. Tenaglia died on Oc- 
tober 12, 1959, at Moberly, Missouri, en- 
route from California to St. Louis after 
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a vacation. He was 58 years old. 


Eutimio Domenico Tenaglia was born 
February 10, 1901, in Providence, Rhode 
Island. He attended Providence College 
and St. Louis University School of Medi- 
cine, receiving his degree of Doctor of 
Medicine in 1928. After serving as resi- 
dent surgeon at Westmoreland County 
Hospital, Greensburg, Pennsylvania, for 
two years, he entered Firmin Desloge 
Hospital as a resident in ophthalmology. 
This residency was completed in 1934. Ad- 
ditional postgraduate studies in his spe- 
cialty, were undertaken in 1941 at Cook 
County General Hospital, Chicago, and in 
1943 at the University of Pennsylvania 
School of Medicine. 


Dr. Tenaglia practiced medicine in St. 
Louis for more than twenty years. He was 
an associate professor of ophthalmology 
at St. Louis University School of Medicine 
and a member of the staff of the St. 
Mary’s Group of Hospitals of the Univer- 
sity of St. Louis. He was also on the staff 
of Missouri Baptist Hospital and of De 
Paul Hospital. From 1941 to 1945 he 
served as a Flight Surgeon in the U. S. 
Army Medical Corps, with the rank of 
Lieutenant Colonel. 


Dr. Tenaglia was a Fellow of the Amer- 
ican Academy of Ophthalmology and Oto- 
laryngology, and of the American College 
of Surgeons. He also held membership in 
the Pan-American Association of Oph- 
thalmology, in the American Medical As- 
sociation and the St. Louis County Medical 
Society. He was certificated by the Amer- 
ican Board of Ophthalmology in 1942. 


Dr. Tenaglia is survived by his wife, 
Alice Cafferata Tenaglia. 


ARTHUR JAMES WAGERS 


Dr. Arthur James Wagers, a Life Fel- 
low of the American Academy of Ophthal- 
mology and Otolaryngology, died Decem- 
ber 18, 1959, in Philadelphia. 


Arthur James Wagers was born in 1876 
in Dekalb County, Missouri. He attended 
Washington University School of Medi- 
cine, receiving his degree of Doctor of 
Medicine in 1911. 
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Dr. Wagers began the practice of medi- 
cine in 1913, in Philadelphia. He was 
otologist at Joseph Price Memorial Hos- 
pital, chief of the out-patient department 
at Jefferson Hospital, and a laryngologist 
on the visiting staff of Philadelphia Hos- 
pital for Contagious Diseases. He was 
assistant professor of laryngology at the 
University of Pennsylvania Graduate 
School and clinical professor of laryngolo- 
gy at Jefferson Medical College of Phila- 
delphia. 


Dr. Wagers was a fellow of the Ameri- 
can College of Surgeons, a member of the 
College of Physicians and Surgeons of 
Philadelphia, the Philadelphia Laryngolo- 
gical Society, the Jefferson Society for 


Clinical Investigations, and the West 
Philadelphia Medical Association. 
An amateur musician, Dr. Wagers 


played the oboe in the community sym- 
phony orchestra. 


Dr. Wagers is survived by his wife, 
Marguerite Davin Wagers. 


ROBERT SELLMAN GRAY WELCH 


Dr. Robert Sellman Gray Welch, a Life 
Fellow of the American Academy of Oph- 
thalmology and Otolaryngology, died on 
August 5, 1959, in Annapolis, Maryland. 


Robert Sellman Gray Welch was born 
December 13, 1892, in Baltimore. He re- 
ceived a Bachelor of Science degree from 
St. John’s College in Annapolis, and at- 
tended the University of Maryland School 
of Medicine and College of Physicians and 
Surgeons, Baltimore, receiving his degree 
as Doctor of Medicine in 1917. His post- 
graduate training in his specialties was 
received in the Naval Medical School at 
Washington, D. C. 


Dr. Welch began the practice of medi- 
cine in 1919 in Annapolis. He was chief 
of the eye, ear, nose and throat service 
of the Anne Arundel General Hospital, 


and chief of staff at that hospital for 
ten years. 


Dr. Welch was a member of the Amer- 
ican Medical Association, the Southern 
Medical Association, the Medical and 
Chirurgical Faculty of Maryland, and the 
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Anne Arundel County Medical Society. 
He was a past president of the County 
Society. 


Dr. Welch is survived by his wife, Sally 
Bond Welch, a daughter, and a son, Dr. 
Robert B. Welch, who recently became a 
Fellow of the Academy. 


WILLIAM PETER WOODWORTH 


William Peter Woodworth was born 
February 5, 1882, at Stratford, Ontario, 
Canada. He attended Detroit College of 
Medicine, receiving his degree as Doctor 
of Medicine in 1915. 
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Dr. Woodworth was certificated by the 
American Board of Otolaryngology in 
1927. He was associated with the City 
Receiving Hospital in Detroit, and since 
1939, was chief of staff of ophthalmology 
at Providence Hospital. 


Dr. Woodworth was a Life Fellow of 
the American Academy of Ophthalmology 
and Otolaryngology. He was also a mem- 
ber of the Michigan Medical Society and 
the Wayne County. Medical Society. 


Dr. Woodworth played the cello, was 
active in many ensemble groups and was 
well-known in Detroit music circles. 


Dr. Woodworth died May 22, 1960. He 
left no immediate family. 
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LISTING OF AUDIOMETERS 


The following audiometers are recommended for listing by a subcommittee 
of the Committee on Conservation of Hearing, American Academy of Ophthal- 
mology and Otolaryngology: 


PURE TONE AUDIOMETERS 


Beltone Model 10-C Beltone Hearing Aid Company 
Model 15-C Audiometer Division 
2900 West 36th Street 
Chicago 32, Illinois 


Maico Model MA-5 Maico Electronics Inc. 
Model H1-B for pure tones only Maico Building 
21 North Third Street 
Minneapolis 1, Minnesota 


Sonotone Model 91 Sonotone Corporation 
Elmsford, New York 


SPEECH AUDIOMETERS 


Grayson-Stadler Model 162 Grayson-Stadler Co. 
West Concord, Massachusetts 


SCREENING AUDIOMETERS 
Ambco Otometer 600 Ambco Inc. 
1222 W. Washington Blvd. 
Los Angeles 7, California 


Each model number in the list as a rule indicates the most advanced model of 
that series. If less advanced instruments are for sale under similar model numbers, 
it is assumed that they will function as well or better than the more complicated 
model in a series. 


Acceptance for listing means that the audiometer manufacturer has demon- 
strated the ability to produce one instrument that performs according to A.S.A. 
specification. It does not imply that any individual instrument will perform within 
the tolerances. It is obviously beyond the scope of the Listing Committee or the 
Referee Laboratories to provide production control for audiometer manufacturers 
and their customers ; however, listing does indicate that the product of the man- 
ufacturer can come up to 1951 A.S.A. specifications, and it is up to the customer 
to carry on negotiation with the manufacturer if a particular instrument which 
he receives is faulty. 


Abatron D-100 and Ambco Oto-chek 800 were removed from the above list 
at the request of the respective manufacturers. 
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HAVE YOU CHANGED YOUR ADDRESS? 


To ensure uninterrupted delivery of your TRANSACTIONS, please return this 
coupon or send the same information on a post card to 


American Academy of Ophthalmology and Otolaryngology 
15 Second St. S.W., Rochester, Minnesota 


Name 
PLEASE PRINT 

FORMER ADDRESS: NEW ADDRESS: 

Street Street 

City 

Zone State — iia 


For countries outside the United States: 


NAME OF COUNTRY 
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RAMON MAGSAYSAY 
MEMORIAL FOUNDATION 


Sir Henry Holland, Director Emeritus, 
and Dr. Ronald Holland, Director of the 
Henry Holland Eye Hospitals of Pakistan, 
have been named the recipients of the 
Ramon Magsaysay Memorial Foundation 
award for Public Service in South-East 
Asia during 1960. 


RESEARCH AWARDS 


Hans von Leden, M.D., and Paul Moore, 
Ph.D., of Northwestern University re- 
ceived the Gold Medal of the Illinois State 
Medical Society and the Hektoen (Bronze) 
Award of the American Medical Associa- 
tion for original research on the mechan- 
ics of the crico-arytenoid joint. 


NATIONAL INSTITUTES OF HEALTH 


An internationally recognized ear spe- 
cialist, Dr. John E. Bordley, has been ap- 
pointed to the National Advisory Council 
to the Institute of Neurological Diseases 
and Blindness for a four-year term. 


The appointment of Dr. Bordley was 
announced today by Surgeon General Le- 
roy E. Burney of the Public Health Serv- 
ice, U. S. Department of Health, Educa- 
tion, and Welfare. 


The new NANDB Council member is 
professor and director of the Department 
of Laryngology and Otology at the Johns 
Hopkins University School of Medicine 
and is professor of audiology and speech 
at the University’s School of Hygiene and 
Public Health. 


In addition to his work at Johns Hop- 
kins, where he has been a faculty mem- 
ber since 1930, Dr. Bordley serves on the 
Conservation of Hearing Committee of 
the American Academy of Ophthalmology 
and Otolaryngology and is consultant for 
the Crippled Children’s Program of the 
Maryland State Health Department. He 
also has served as visiting otolaryngolo- 
gist at Prince Alfred Hospital, Sydney, 
Australia, and as co-director of a Public 
Health Service project for the prevention 
of deafness in school children. 


NEWS AND ANNOUNCEMENTS 


XXXIX 


REPORT ON AUDIOMETERS 

The Committee on Hearing and Bio- 
Acoustics of the National Research Coun- 
cil has recently published a list of audi- 
ometers together with the manufacturers’ 
claims concerning their various models. 
This report is entitled “The Report of 
Working Group No. 35 on the Evaluation 
of Audiometers” and can be requested 
free of charge from the Committee office, 
Room 306, 2401 Virginia Ave., N.W., 
Washington 7, D. C. 


TEMPLE UNIVERSITY 
MEDICAL CENTER 
Dr. Charles M. Norris of Temple Uni- 
versity Hospital’s Chevalier Jackson Clin- 
ic has been promoted to Professor of 
Laryngology and Broncho-Esophagology 
in the School of Medicine. 


Doctor Norris received his medical 
school, intern and residency training at 
Temple University and has spent his en- 
tire professional career at the institution, 
working with the late Dr. Chevalier Jack- 
son and his son, Dr. Chevalier L. Jackson 
since 1946. 


A graduate of Pennsylvania State Col- 
lege, Doctor Norris received his M.S. de- 
gree in Laryngology and Broncho-Esoph- 
agology in 1944 and was certified by the 
American Board of Otolaryngology in 
1946. 


POSTGRADUATE COURSE 


The annual intensive postgraduate 
course in Rhinoplasty, Reconstructive 
Surgery of the Nasal Septum and Oto- 
plasty will be given January 7 to 20, 1961, 
by Dr. Irving B. Goldman and staff at the 
Mount Sinai Hospital, New York, in af- 
filiation with Columbia University. 


Candidates for the course should apply 
to Registrar for Postgraduate Medical 
Instruction, The Mount Sinai Hospital, 
Fifth Avenue and 100th Street, New York 
29, New York. 
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SCHOLARSHIPS 


The Delta Gamma Foundation is offer- 
ing Scholarships for training of orthoptic 
technicians, teachers and consultants for 
visually handicapped children. The dead- 
line for applications is April 1, 1961. For 
further information, write Delta Gamma 
Central Office, 1820 Northwest Boulevard, 
Columbus 12, Ohio. 


GEORGIA SOCIETY OF 
OPHTHALMOLOGY AND 
OTOLARYNGOLOGY 


The Georgia Society of Ophthalmology 
and Otolaryngology will hold its annual 
meeting at the General Oglethorpe Hotel, 
Wilmington Island, Savannah, Georgia, 
March 2 through 4, 1961. 


The 
planned: 
Thursday, March 2, 6 p.m. 

President’s Reception honoring guest 

speakers. 
Friday, March 3, a.m. 


Management of Complications of Cata- 
ract Surgery, Dr. Dwight Townes, 
Louisville. 


Tumors of the Eye and Adnexa in Chil- 
dren, Dr. Charles Iliff, Baltimore 


following program has _ been 


The Management of Intraocular Malig- 
nancy, Dr. Edward Dunphy, Boston 


Friday, March 3, p.m. 


Pediatric Otolaryngology, (A) Treat- 
ment of Sinusitis, (B) Management 
of Acute Laryngeal Obstruction, Dr. 
F. W. Davison, Danville, Pa. 

Neurological Lesions in Otolaryngology, 
Dr. Lawrence Boies, Minneapolis 

Diagnosis and Treatment of Deafness, 
including Otosclerosis, Dr. Theodore 
E. Walsh, St. Louis. 


Saturday, March 4, a.m. 

Surgery of Chronic Otitis, Dr. Theodore 
Walsh 

Tinnitus and Vertigo, Dr. 
Boies 

Indications for Sinus Surgery. With 
Case Reports, Dr. F. W. Davison 

Interesting External Ocular Lesions, 
Dr. Edward Dunphy 

Tumors of the Eye and Adnexa in 
Adults, Dr. Charles [iff 


Significance of Hyaloid Changes Fol- 
lowing Cataract Surgery, Dr. Dwight 
Townes. 


Lawrence 


Each presentation will be followed by 
questions from the floor and discussion. 
Round table luncheons are also planned. 


POSITIONS 


WAN TED—PH.D. and/or M.D. to head the 
Department of Otologic Research in the new 
laboratory facilities, Graduate School of 
Medicine, University of Pennsylvania, De- 
partment of Otology. Please direct inquiries 
to Dr. Bernard J. Ronis, Professor of Oto- 
laryngology and Chairman of Department of 
Otolaryngology, Graduate School and Hospi- 
tal, 19th and Lombard Streets, Philadelphia, 
Pennsylvania. 


WANTED — OPHTHALMOLOGIST to 
take over the office of Dr. Eugene McQuillan, 
Murphey Building, East St. Louis, Illinois. 
Well equipped office, central location, large 
industrial practice. Write or phone James 
McQuillan, Murphey Building, East St. Louis, 
Illinois. 


WANTED — OPHTHALMOLOGIST. 
Board-eligible or certified for association or 
partnership practice with Board-certified oph- 
thalmologist in southwest Virginia. For 
further information, please write Baxter H. 
Byerly, M.D., Suite 302, Doctors Building, 
Danville, Virginia. 

Listings of positions available should be sent to 
W. L. Benedict, M.D., 15 Second Street S. W., 
Rochester, Minn., by the fifth of the month preceding 
publication. They should include (1) type of physician 
wanted (ophthalmologist or otolaryngologist: diplomate, 
resident, etc.) (2) type of position to be filled; and 
(3) to whom to write for further information. Unless 
otherwise requested, listings will be published only 
once. 

The Academy will handle no further correspondence 
beyond the listing and assume no_ responsibility. 
Neither does it endorse nor guarantee any of the 
published listings. 


% 
oe 
: 
: 
| 
| 
i 
| 
4 
4 
BS, 
| 
2 
138 
: 
: 
4 
| 
: 
3 
2 
| 
| 
4 
is 
4 


DIRECTORY OF OPHTHALMIC AND OTOLARYNGIC SOCIETIES 


Secretaries of Societies are requested to furnish the information necessary to make this list 
complete and keep it “p to date. Send to TRANSACTIONS, American Academy of Ophthalmology 
and Otolaryngology, 1 


CKAIRMAN 


SecretTary-Treasurer: Dr. Merrill J. King, Ivie Rd., Box 236, Cape Cottage Branch, Portland 9, Maine 


Second St. S.W., Rochester, Minn. 


EXAMINING AND CERTIFYING BODIES 


AMERICAN BOARD OF OPHTHALMOLOGY 
: Dr. Gordon M. Bruce 


Ora. Examination: May 1960, San Francisco; October 1960, Chicago. 
Fina Date ror AppiicaTion To Take 1961 Written Examination: July 1, 1960 
Written Examination: January 1961; various cities 


PRESIDENT 
SECRETARY 


AMERICAN BOARD OF OTOLARYNGOLOGY 
: Dr. Gordon D. Hoople 


-Treasurger: Dr. Dean M. Lierle, Hospitals, Iowa City 


Fina, Date ror Apptication: April 1, 19 
Orat Examination: October 3-7, 1960, Chicago 


CHAIRMAN 
SECRETARY 


AMERICAN BOARD OF PLASTIC SURGERY 


: Dr. James T. Mills 
-Treasurer: Dr. Bradford Cannon, 330 Dartmouth St., Boston 16 


CORRESPONDING Secretary: Estelle E. Hillerich, 4647 Pershing Ave., St. Louis 8 
Finat Date ror SusmittTinGc Case Reports: January 1, 


ORAL AND 


PRESIDENT 
HONORARY 


PRESIDENT 


1961 
Written Examinations: May 14-16, 1961; New York City 
THE ROYAL COLLEGE OF PHYSICIANS AND SURGEONS OF CANADA 
: Dr. Robert M. Janes 
Secretary: Dr. James H. Graham, 150 Metcalfe St., Ottawa 4, Ont. 
INTERNATIONAL 


ASIA-PACIFIC ACADEMY OF OPHTHALMOLOGY 


: Dr. Geminiano deOcam 


»” 
Secretary-GeneraL: Dr. William che Holmes, 280 Young Hotel Bidg., Honolulu 13, Hawaii 


PRESIDENT 


SECRETARY: 


TIME AND 


PRESIDENT 


SECRETARY: 


TIME AND 


PRESIDENT: 
SECRETARY: 


TIME AND 


PRESIDEN T 
SECRETARY 


PRESIDENT: 


SECRETARY 
TIME AND 


PRESIDENT 


TIME AND 


EUROPEAN OPHTHALMOLOGICAL SOCIETY 
: Prof. G. von Bahr 
Prof. Jules Francois, 15 Place de Smet de Naeyer, Ghent, Belgium 
Piace: 1964; Vienna, Austria 


INTERNATIONAL ASSOCIATION FOR THE PREVENTION OF BLINDNESS 


: Prof. A. Franceschetti 
Dr. J. P. Bailliart, 47 rue de Bellechasse, Paris (7e), France 
Piace: December 1962; New Dethi 


INTERNATIONAL ASSOCIATION OF SECRETARIES OF 
OPHTHALMOLOGICAL AND OTOLARYNGOLOGICAL SOCIETIES 


Michael H. Barone, M.D. 
Dr. J]. David Stratton, 1012 Kings Drive, Charlotte, N. C. 
Piace: October 10, 1961; Palmer House, Chicago 


INTERNATIONAL BRONCHOESOPHAGOLOGICAL SOCIETY 
De. 2? Ono 
: Dr. Chevalier L. Jackson, 3401 N. Broad St., Philadelphia 40 
INTERNATIONAL COLLEGE OF SURGE 


ONS, 
SECTION ON OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Dr. Clarence H. Alba 


ugh 
: Dr. Louis Savitt, 3403 —_—- Ave., Chicago 25 
Piace: May 7-11, 1961; Palmer House, Chicago 


INTERNATIONAL FEDERATION OF OPHTHALMOLOGICAL SOCIETIES 


: Sir Stewart Duke-Elder 
SECRETARY: 


r. Edward Hartmann, 2 Ave. Ingres, Paris (16e), France 
Priace: December 3-7, 1962; New Delhi 
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INTERNATIONAL ORGANIZATION AGAINST TRACHOMA 
Presipent: Prof. G. B. Bietti 


SEcRETARY-GENERAL: Dr. Jean Sedan, 94 rue artvebalia, Marseille (B. du R.), France 
Time anv Prace: December 1962; Delh 


PAS ASSOCIATION OF OPHTHALMOLOGY 

Presipent: Dr. Brittain F. Payn 

SECRETARY-TREASURER: ~ North “of Panama: Dr. i; Wesley McKinney, 921 Exchange Bldg., Memphis 
For South of Panama: Dr. Jorge Balza, Azcuenaga 1059, Buenos Aires, Argentina 


AN-AMERICAN ASSOCIATION O 
OTO- RHINO-LARYNGOLOGY AND BRONCHO.- ESOPHAGOLOGY 
PresipENT: Dr. Plino Barretto 
Secretary: Dr. Chevalier L. Jackson, 3401 N. Broad St., Philadelphia 40 
Time AND Pace: 1962; Caracas, Venezuela 


FOREIGN 


Argentina 
SOCIEDAD DE OFTALMOLOGIA 
PreEsipENT: Dr. Satanowsky de Neuman 


Secretary: Dr. am i . Norbis, Santa Fé 1171 "Cs ital Federal 
Time anv Prace: Third Wednesday of of each month; Santa Fé 1171, Buenos Aires 


SOCIEDAD de OFTALMOLOGIA de CORDOBA 
Presipent: Prof. Dr. Alberto Urrets-Zavalia, Jr., Casilla Correo 301, Cordoba, 
Secretary: Dr. Claudio Juarez Beltran 
SECRETARY-TREASURER: Dr. Luis Mitnik 

MemsBersHip: Dr. Juan Remonda and Dr. Dante Yadarola 


Australia 
ALMOLOGICAL SOCIETY OF AUSTRALIA (B.M.A.) 
PRESIDENT: Dr. Antill Pockley 


Secretary: Dr. John K. Hart, 27 Cimeneencetth St., Sydney 
Time AND Prace: October 17-21, 1960; Sydney, Australia 


Austria 
OSTERREICHISCHE OPHTHALMOLOGISCHE GESELLSCHAFT 
Presipent: Prof. Dr. Karl Safar 


Secretary: Dr. Franz Schwab, I. Univ. Augenklinik, Spitalgasse 2, Wien 9 


OSTERREICHISCHE OTO-LARYNGOLOGISCHE GESELLSCHAFT 
Presipent: Prof. Dr. Gustav Hofer 


Secretary: Doz. Dr. Friedrich Neuberger, I. Univ. Ohrenklinik, Alserstr. 4, Vienna 9 
Time: First Tuesday of each month; October to June 


OPHTHALMOLOGISCHE GESELLSCHAFT IN WIEN 
PRESIDENT: Prof. Dr. A. 


Secretary: Dr. H. Schenk, I. Univ. Augenklinik, Alserstr. Vienn 
Time AND Prace: Second Monday—January through 2 Alserstr. 4, Vienna 


Belgium 

SOCIETE BELGE D’OPHTALMOLOGIE 
Secretary: Prof. Dr. M. Applemans, 179 Avenue Ruelens, Louvain 
Time anp Prace: November 27, 1960; Brussels 


Brazil 
CENTRO DE ESTUDOS DE OFTALMOLOGIA 
PRESIDENT: Dr. Armando de Arruda Novaes 


Secretary: Dr. Jose Carlos tee Pacheco, R. 7. Crispinniano, 53-8, Sao Paulo 
Time anv Prace: Every Tuesday; R. Condessa de S. Joaquim 288, Sao Paulo 


Canada 
CANADIAN MEDICAL ASSOCIATION, SECTION OF OPHTHALMOLOGY 
CuatrRMAN: Dr. Edward F. 


Secretary: Dr. Robert W. + 305 Northgate Bldg., Edmonton, Alta. 


CANADIAN OPHTHALMOLOGICAL SOCIETY 
Presipent: Dr. B. Alexander 


Secretary: Dr. R. G. C. Kelly, 90 St. Clair Ave. W., Toronto 7, Ont. 
TIME AND Pace: 1961; Montreal 


CANADIAN OTOLARYNGOLOGICAL SOCIETY 
Paxsipent: Fernand Montreuil, M.D. 


Secretary: Donald M. MacRae, M.D., 324 Spring Garden Rd., Halifax, N. S. 
Time AND Pace: June 15-17, 1961; Montreal 


THE ROYAL COLLEGE oF PHYSICIANS AND SURGEONS OF CANADA 
PresipENT: Donald Arthur Thompson, M.D 


Secretary: James H. Graham, M.D., 74 Stanley Avenue, Ottawa 12, Ont. 


OPHTHALMOLOGIC AND OTOLARYNGOLOGIC SOCIETY OF ALBERTA 
Presipent: M. G. Macaulay, M.D 


Secretary: M. P. Marshall, M.D., North Pavilion, University Hospital, Edmonton, Alta. 
Time AND Pace: April, 1961; Edmonton 


NOVA SCOTIA SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 


Presipent: FE. I. Glenister, M.D. 
Secretary: C. F. Keays, M.D., 324 Spring Garden Rd., Halifax, N. S. 
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THE EDICO- CHIRURGICAL SOCIETY, SECTION ON OTOLARYNGOLOGY 
Presipent: Dr. H. McH 


Dr, Paul Tttkin, Medical Arts Bldg., Montreal 25, Que. 
Time anv Prace: November, January, February and April; Teaching Hospitals 


OPHTHALMOLOGICAL SOCIETY 
Presipent: Dr. John C. 
Secretary: Dr. J. Noiseux, 400 Sherbrooke Street East, 


TORONTO ACADEMY OF MEDICINE, SECTION ON OPHTHALMOLOGY 
Presipent: Dr. A. Lio 


Secretary: Dr. John W. Hiltz, 741 Bayview Ave., Toronto, Ont. 


Chile 
SOCTEDAD CHILENA DE OFTALMOLOGIA 
Presipent: Dr. Juan V 


Secretary: Dr. Wolfran Salen. Casilla 13017 Providencia, Santiago 


Colombia 
SOCIEDAD COLOMBIANA DE OFTALMOLOGIA Y OTO-RINO-LARINGOLOGIA 
Presipent: Dr. Francisco Vernaza 
Secretary: Dr. Alberto Jimeno, Carrera 6, No. 35-38, Bogota 
Time Piace: Monthly; Bogota 


Cuba 
SOCIEDAD CUBANA DE OFTALMOLOGIA 
Presipent: Dr. Manuel Iglesias Revuelta 


Secretary: Dr. Jaime Alemany Martorell, 23 $301 esq. a L., Vedado, LaHabana 
Time: Annual in December 


Denmark 
DET SELSKAB I KOBENHAVN 
PRESIDENT: dr. med. rex Skydsgaa 


Secretary: dr. med. A. Mahneke, ont Hospital, Eye Department, Copenhagen 
Time: January 1, oer 


France 
SOCIETE FRANCAISE D’OPHTALMOLOGIE 
PRESIDENT: Guy 


Offret 
SECRETARY: Gabriel Lombard, 27 rue du Faubourg, St. Jacques, Paris 
TIME AND PL oom Maison de la Chimie, 28 rue Saint Dominique, Paris 


SOCIETE FRANCAISE D’OTO-RHINO-LARYNGOLOGIE 
Presipent: Prof. André Soulas 


Secretary: Dr. Henry Guillon, s aw MacMahon, P 
Time AnD Ptrace: October 1 ; Ancienne Facuive a Médecine, Rue de l’Ecole de Médecine, Paris 


Germany 

DEUTSCHE OPHTHALMOLOGISCHE GESELLSCHAFT 
Presipent: Prof. Dr. Gasteiger 
Secretary: Prof. Dr. Jaeger, Univ. Augenklinik, Heidelberg 


Great Britain 

BRITISH ASSOCIATION OF OTOLARYNGOLOGISTS 
Presipent: Mr. C. Gill-Carey 
Secretary: Mr. G. H. Bateman, 47 Lincoln’s Inn Fields, London, W. C. 2 


FACULTY OF OPHTHALMOLOGISTS 
Presipent: Mr. E. C. Mackie 
Secretary: Mr. J. R. Hudson, 47 Lincoln’s Inn Fields, London, W. C. 2 


MIDLAND OPHTHALMOLOGICAL SOCIETY 
Presipent: Mrs. D. R 
Secretaries: M. J. Roper-Hall and W. Martin Walker, Birmingham and Midland Eye Hospital 


OPHTHALMOLOGICAL SOCIETY OF THE UNITED KINGDOM 
Presipent: Mr. Frank W. Law 
Secretaries: Mr. L. G. Fison and Mr. Redmond Smith, 47 Lincoln’s Inn Fields, London W. C. 2 


OXFORD OPHTHALMOLOGICAL CONGRESS 
Master: A. B. Nutt 


Secretary: Mr. Ian C. Fraser, 21 le, Shrewsbury, Shropshir 


Time anv Prace: July 10-12, 1961; University Laboratory of Physiology, South Parks Rd. Oxford 


THE ROYAL SOCIETY OF MEDICINE, SECTION ON OPHTHALMOLOGY 
Presipent: Sir Benjamin Rycroft 
Secretariss: W. E. S. Bain 
Barrie R. Jones, 1 Wimpole Street, London, W.1. 
Time Thursday, October through December, February through June; 1 Wimpole St., 
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THE ROYAL SOCIETY OF MEDICINE, SECTION ON OTOLOGY 


PRESIDENT: Mr. i P. Monkhouse 
SEcRETARY: Mr. F. Stewart, 33 Alwgue Road, Canonbury London N.1 


Time a piers First Friday, November through June, except January and April; 1 Wimpole St., London, 


THE ROYAL SOCIETY OF MEDICINE, SECTION ON LARYNGOLOGY 


PRESIDENT: Myles L. Formby, F.R.C.S. 
Secretary: Mr. I. B. Thorburn, 160 Whitegate Dr., Blackpool 


SCOTTISH OPHTHALMOLOGICAL CLUB 
Presipent: Dr. J Paterson 


Secretariges: Dr. R. S. Jackson, 1 


SOUTHERN OPHTHALMOLOGICAL SOCIETY 


PRESIDENT: Mrs. Ch.B., D.O. 
Secretary: Nigel C 
AND PLACE: 29, 1960; Southampton Eye Hospital 


India 
ALL-INDIA OPHTHALMOLOGICAL SOCIETY 
Presipent: Dr. 
Secretary: Dr. Y. K. C. Pandit, Bombay Mutual Bidg., Fort, Bombay 1 
OPHTHALMOLOGICAL ASSOCIATION 
Presipent: Dr. M. M. A. Dubash 


Secretary: Dr. T. N. Ursekar, T. N Bombay 8 
Time anv Prace: 7:30 p.m., Third Wednesday rs) rious hospitals 


Ireland 
IRISH OPHTHALMOLOGICAL SOCIETY 
PRESIDENT: Dr. Beatrice Lynn 


Secretary: Dr. T. F. Roche, : 25 FitzWilliam Pl., Dublin 


Italy 

SOCIETA OFTALMOLOGICA ITALIANA 
PRESIDENT: Prof. ae iore 
Secretary: Prof. i, Piazza Degli Eroi 11, Roma 


Time AND PLACE: 24. 27, 1960; Cagliari 


The Netherlands 
NEDERLANDSCH OOGHEELKUNDIG GEZELSCHAP 


Presipent: Prof. Dr. M. C. Colenbrander 
Secretary: Dr. P. G. Binkhorst, Sweelincklaan 20, Bilthoven 


New Zealand 

THE OPHTHALMOLOGICAL SOCIETY OF NEW ZEALAND 
PresipENT: Dr. R. G. MacDonald 
Secretary: Dr. Randal Elliott, 89 The Terrace, Wellington C1, N.2 


Norway 
NORSK OFTALMOLOGISK FORENING 
Presipent: Dr. Einar Trum 


Secretary: Dr. Hans Peter Petersen, Rikshospitalets Oyeavdeling, Oslo 
Time anv Prace: Four times a year; Rikshospitalets Oyeavdeling, Oslo 


Pakistan 
OPHTHALMOLOGICAL SOCIETY OF PAKISTAN 
PrEsipENT: Lt. Gen. S. M. A. Farugi 
Secretary: Dr. Raja Mumtaz, 70 i a Hotel, Lahore 
Time anv Prace: K. E. Medical College, Lahore 


Paraguay 
SOCIETY OF OPHTHALMOLOGY OF PARAGUAY 
PresipENT: Dr. Honorio Campuzano 
Secretary: Emilio Gonzales Estados Unidos 183 Asuncién, Paraguay 
Time anv Prace: Monthly; Cireulo Paraguayo de Medicos, Asuncién 


Philippine Islands 


PHILIPPINE SOCIETY Dp. OTOLARYNGOLOGY AND BRONCHOESOPHAGOLOGY 


Presipent: Cesar F. Villafuerte, 


SecreTary-TREASURER: Eusebio E. Llamas, M.D., 492 Padre Faura Street, Manila, Philippines 


> 

a 

er 

re 

4 

i 

4 

aw 
mt 

3 

Se 

ad 

Ng 

4 

4 

5 

P 

: 

Ph 

: 

} 
{ 


DIRECTORY OF SOCIETIES 


Sweden 


SVENSKA OGONLAKAREFORENINGEN 
SVENSKA LAKARESALLSKAPETS SEKTION FOR OFTALMOLOGI 
Presipent: Prof. B. Rosengren 


Secretary: Dr. Ilmari Rendahl, Eye Clinic Karolinska Sjukhuset, Stockholm 60 
Time AND Piace: December 1960; Stockholm: June 1961; Gothenburg 


Union of South Africa 

THE OPHTHALMOLOGICAL SOCIETY OF SOUTH AFRICA 
PresipentT: Dr. J. Graham Scott 
Secretary: Dr. E. T. Meyer, 220 Lister Bidg., Jeppe St., Johannesburg 


Venezuela 

SOCIEDAD VENEZOLANA DE OTORINOLARINGOLOGIA 
Presipent: Dr. V. Marquez Reveron 
Secretary: Dr. R. Marquez Landaeta, Colegio de Medicos, Los Chaguaramos Caracas, Venezuela 


NATIONAL 
AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 


Presipent: Dohrmann K. Pischel, M.D. 
Executive SECRETARY-TREASURER: William L. Benedict, M.D., 15 Second St. S.W., Rochester, Minn. 
Time anv Prace: October 8 to 13, 1961; Palmer House, Chicago 


AMERICAN BRONCHO-ESOPHAGOLOGICAL ASSOCIATION 
PresipeENt: F. Johnson Putney, M.D. 
Secretary: Daniel C. Baker, Jr. M.D., 903 Park Avenue, New Yo 
Time anv Prace: May 23 and 24, 1961; Lake Placid Club, Lake Placid, | a, A 


AMERICAN LARYNGOLOGICAL ASSOCIATION 
PrEsipDENT: Edwin N. Broyles, M.D. 
Secretary: Lyman G. Richards, M.D., 12 Clovelly Road, Wellesley Hills 81, + pone. 


Time and Prace: May 21 and '22, 1961; Lake Placid Club, Lake Placid, N. 


AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTOLOGICAL SOCIETY, INC. 
PresipENT: Fletcher D. Woodward, M.D 


Secretary: C. Stewart Nash, M.D., 708 Medical Arts Bldg., Rochester 7, N. Y. 
Time anv Piace: May 23-25, 1961; Lake Placid Club, Lake Placid, N. Y. 


EASTERN SECTION 
CuatrMan: Frank D. Lathrop, M.D. 


SECRETARY: David W. Brewer, M.D., 1100 Genesee St., Syracuse, N. Y. 
Time anv Prace: January, 1961; Sheraton-Plaza Hotel, Boston 


SOUTHERN SECTION 
CHAIRMAN: Peter N. Pastore, M.D. 
Secretary: James A. Harrill, M.D., Bowman Gray School of Medicine, Winston-Salem, N. C. 
Time AND Pace: January 20 and 21 1961; Hotel John Marshall, Richmond, Va. 


MIDDLE SECTION 
CHAIRMAN: Robert Priest, M.D. 


SECRETARY: Myron Hipskind, M.D., Suite 3000, 55 East Washington Street, Chicago 
TIME AND Pace: January 27 and 28, 1961; Hotel Radisson, Minneapolis 


WESTERN SECTION 
CuatrMAN: Joel J. Pressman, M.D. 


Secretary: Francis A. Sooy, M.D., 490 Post Street, San Francisco 
Time AND Pace: January 14 and 15, 1961; Del Monte Lodge, Pebble Beach, Calif. 


OGY AND RHINOLOGY 
CHAIRMAN: Lawrence R. Boies, me, 
Secretary: Walter E. Heck, M.D., Stanford Hospital, San Francisco 15 


AMERICAN MEDICAL ASSOCIATION, SECTION ON OPHTHALMOLOGY 
CuHatRMAN: Banks Anderson, M.D. 
Secretary: Henry F. Allen, M.D., 200 Beacon St., Boston 16, Mass. 
TIME AND Ptace: June 26-30, 1961; New York City 
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OPHTHALMOLOGICAL SOCIETY 
PrREsIDENT: Edwin B, Dunphy, M 


SECRETARY-TREASURER: Joseph A. C Wadsworth, M.D., 108 East 68th Street, New York 21 


AMERICAN OTOLOGICAL SOCIETY, INC. 
PRESIDENT: Henry L. Williams, M.D. 
SECRETARY-TREASURER: James A. Moore, M.D., 525 East 68th Street, New York 21 
Time anD Prace: May 26 and 27, 1961; Lake Placid Club, Lake Placid, ie # 


THE AMERICAN OTORHINOLOGIC SOCIETY FOR PLASTIC SURGERY, INC. 
PRESIDENT: Thomas E. Briant, M.D. 
Secretary: Joseph G. Gilbert, M.D., 75 Barberry Lane, Roslyn Heights, N. Y. 


AMERICAN SOCIETY OF FACIAL PLASTIC SURGERY 
Presipent: Sam H. Sanders, M.D. 
Secretary: Samuel M. Bloom, M.D., 123 E. 83rd St., New York 28 


AMERICAN SOCIETY FOR HEAD AND NECK SURGERY 
PRESIDENT: John J. Conley, M.D 


Secretary: George A. Sisson, M.D., 1200 East Genesee Street, Syracuse 10 


AMERICAN SOCIETY OF OPHTHALMOLOGIC AND OTOLARYNGOLOGIC ALLERGY 
PresipeEnT: Walter E. Owen, M.D. 
Secretary: Daniel S. De Stio, M.D., 121 South Highland Avenue, Pittsburgh 6 


ASSOCIATION FOR RESEARCH IN OPHTHALMOLOGY, INC. 
CHAIRMAN: V. Everett Kinsey, Ph.D. 
SEcRETARY-TREASURER: Lorand V. Johnson, M.D., 10515 Carnegie Ave., Cleveland 6 


NATIONAL SOCIETY FOR THE PREVENTION OF BLINDNESS 
PRESIDENT: Mr. Enos Curtin 
EXECUTIVE png John W. Ferr 
Secretary: Regina E. Schneider, 1790" * aw New York 19 
TIME AND PLace: April 12-14, 1961; Barbizon We Hota New York City 


OTOSCLEROSIS STUDY GROUP 
PrestpENT: E. H. Campbell, 
SecrETARY: Raymond Jordan, ML »D., 121 University Place, Pittsburgh 


PUERTO RICAN OPHTHALMOLOGICAL SOCIETY 
PRESIDENT: José Fiol Bigas, M.D. 
Secretary: Guillermo Picé, M.D., 1475 Wilson Ave., Santurce 
Time anv Prace: Bimonthly; Puerto Rican Medical Association Bldg. 


SOCIETY OF MILITARY OPHTHALMOLOGISTS 
PRESIDENT: 


ennin 
pt, Don W MC, USA, Armed Forces Institute of Pathology, WRAMC, Washington 


SOCIETY OF MILITARY OTOLARYNGOLOGISTS 
Presipent: Capt. Maurice Schiff, MC, USN 
SECRETARY-TREASURER: Col. James E. Lett, MC, USAF, 209 South Tamworth, San Antonio 


REGIONAL 
ARK-LA-TEX OTO-OPHTHALMIC SOCIETY 
PRESIDENT: Jack W 


Pou, M.D. 
SECRETARY: Richard Gibson, M.D., Doctors Bldg., Margaret Place, Shreveport, 


Time anv Prace: 7:00 p.m., First Monday of each month, September through Confederate Memorial 
Hospital, Shreveport, La 


LOUISIANA-MISSISSIPPI 
OPHTHALMOLOGICAL AND OTOLARYNGOLOGICAL SOCIETY 
ECRETARY : ones ashington cksbur 
TIME AND "Baars: May 12 and 13, 1961; Edgewater Gulf Hote go Park, Miss. 


NEW ENGLAND OPHTHALMOLOGICAL SOCIETY 
PRESIDENT: David G. 


Cogan, M.D. 
Secretary: Alfred W. Scott, M.D., 7 Bay State Road, Boston 15, Mass. 


Time anv Prace: Third Wednesday, November through April; Massachusetts Eye and Ear Infirmary, 243 
harles St., Boston 
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oa NEW ENGLAND OTO-LARYNGOLOGICAL SOCIETY 
Presipent: Frank Turchik, M. 
Secretary: Burton E. Lovese 5 W. Central St., Natick, Mass. 
Piace: Massachusetts Eye Ear 243 Charles St. Boston 


PACIFIC COAST OTO-OPHTHALMOLOGICAL SOCIETY 
PresipeENt: Dohrmann K. Pischel, M.D. 
Secretary: Alden H. Miller, M.D., 500 South Lucas Avenue, Los Angeles 17 
Time AND Prace: April, 1961; Palm Springs, Calif. 


SIOUX VALLEY ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: J. Calvin Davis M.D 

Secretary: Verne R. Heimann, Xt D., 507 7th Street, Sioux a, Iowa 
Time anv Prace: February 22 and 23, 1961; Sioux Falls, So 


OUTHERN MEDICAL ASSOCIATION 

SECTION ON OPHTHALMOLOGY AND OTOLARYNGO 
SECRETARY: Dr. rt posito, First Huntington Nati un a. 
Time anp Prace: October 31 to November 3, 1960; St. Louis, Mo 


WISCONSIN-UPPER MICHIGAN SOCIETY oF 
OPHTHALMOLOGY AND OTOLARYNGO 


Presipent: Dr. Cyril J. Radl 
Secretary: Dr. G. L. McCormick, 650 S. Central Ave., Marshfield, Wis. 


STATE AND LOCAL 
Alabama 


ALABAMA ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 


Presipent: John Allen Jones, M.D. 
Secretary: Karl Benkwith, M.D., 3402 Narrow Lane Rd., Montgomery 


THE BIRMINGHAM EYE, EAR, NOSE AND THROAT SOCIETY 
PresipENT: Each member in alphabetical order 

Secretary: Joseph M. Dixon, M.D., 101 Medical Arts Bldg., Birmingham 5 

Time Prace: Monthly; The Club 


Arizona 


PHOENIX OPHTHALMOLOGICAL SOCIETY 


Presipent: Oscar W. Thoeny, M.D. 
Secretary: Rex W. Weaver, M.D., 1150 North Country Club Drive, Mesa, 
Time AND Prace: 7:00 p.m., Second Thursday bimonthly, September through Png ‘Westward Ho Hotel 


Arkansas 


ARKANSAS MEDICAL SOCIETY, EYE, EAR, NOSE AND THROAT SECTION 
Presipent: M. FE. Blanton, M.D. 
Secretary: Tames L. Smith, M.D., 623 Woodlane, Little Rock 
Time AND Prace: May, 1961; Little Rock 


California 
CALIFORNIA MEDICAL ASSOCIATION, EYE SECTION 


Presipent: Earle H. McBain, M.D. 
Secretary: Floyd M. Bond, M.D., 625 Broadway, San Diego 
Time AND Pace: February, 1961; San Francisco 


CALIFORNIA MEDICAL ASSOCIATION, EAR, NOSE AND THROAT SECTION 
Presipent: H. W. Kohlmoos, M.D. 

Secretary: Marvin Simmons, M.D., Box 4003, Fresno 

Time AND Prace: May 1, 1961; Los Angeles 


ALTA CALIFORNIA OPHTHALMOLOGICAL SOCIETY 
Presipent: Byron Demorest, M.D. 

Secretary: Scharrold O. jo Sons 2740 Fulton Ave., Sacramento 

Time anv Prace: Third Thursday of each month, September through June; Sutter Club, Sacramento 


PRESIDENT: Stuart B. Stephens, 
SECRETARY: Raymond R. cel Mt D., 509 American Trust Bidg., 2140 Shattuck Avenue, Berkeley 4, Calif. 
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LOS ANGELES OPHTHALMOLOGICAL JOURNAL CLUB 
PRESIDENT;: Macks L. Bergma: 


n, M.D. 
Secretary: William Tandy, M.D., 307 North Locust, Inglewood 
Time anv Prace: 8:00 S of each month, Los Angeles County Medical Association Bldg., 
vd., ngeles 


1925 Wilshire Los 


LOS ANGELES SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PRESIDENT: Herschel H. Burston, M.D 


Secretary: Richard Kratz, M.D., 14540 Hamlin Street, Van Nuys 
Time anv Prace: Ophthalmology, 6:00 p.m., First Thursday of each month; 
6:00 p.m., Fourth Monday of each month; 
Los Angeles County Medical Association Bldg., 1925 Wilshire Blvd., Los Angeles 


PENINSULA EYE SOCIETY 
PresipENT: Robert D. Cook, M.D 


Secretary: Frank D. Berry, M.D., 762 Altos Oaks Drive, Los Altos, Calif. 
Time: Third Thursday evening of each month 


SAN DIEGO OPHTHALMOLOGICAL SOCIETY 
Presipent: Oscar G. Ravin, M.D. 
Secretary: Cody L. Smith, M.D., 125 Prescott Avenue, El Cajon, Calif. 
Time AnD Prace: 6:00 p.m., Second Monday of each month; University Club, San Diego 


SAN FRANCISCO MEDICAL SOCIETY, EYE SECTION 
CHAIRMAN: William Ferguson, M.D., 490 Post Street, San Francisco 
Time anv Prace: Quarterly; San Francisco County Medical Society Bldg. 


SAN FRANCISCO OPHTHALMOLOGICAL ROUND TABLF 
Presipent: Homer P. Howell, M.D. 
SECRETARY-TREASURER: Albert J. Brinckerhoff, M.D., 490 Post St., Sam Francisco 2 


SANTA BARBARA OPHTHALMOLOGICAL SOCIETY 
PrEsIDENT: John M. Richards, M.D. 
Secretary: F. J. Kanofsky, M.D., 1921 State Street, Santa Barbara, Calif. ; : 
Time anD Pace: 7:30 p.m., Fourth Thursday evening of each month, St. Francis Hospital Library 


TRI-COUNTY SOCIETY OF OPHTHALMOLOGY 
PRESIDENT: Vean M. Stone, M.D. 
Secretary: Gordon Witter, M.D., 2 W. Fern Ave., Redlands 


Colorado 


COLORADO OPHTHALMOLOGICAL SOCIETY 
PRESIDENT: William H. Droegemueller, M.D. 
SecrETARY: Max Kaplan, M.D., 216 Republic Bldg., Denver 2 i 
Time anv Prace: Third Saturday of each month, September through May; University of Colorado Medical 
Center, 4200 E. Ninth Ave., Denver 


COLORADO OTOLARYNGOLOGICAL SOCIETY 
PRESIDENT: Sidney Fieman, M.D. 
SECRETARY: Harland Close M.D., Veteran’s Administration Hospital, Denver 
Time AnD Prace: First Saturday of each month; Denver County Medical Library 


Connecticut 


CONNECTICUT STATE MEDICAL SOCIETY, EYE, EAR, NOSE AND THROAT SECTION 
PresipENT: Charles J. Petrillo, M.D. 
Secretary: Arthur C. Unsworth, M.D., 85 Jefferson Street, Hartford 14 


District of Columbia 


MEDICAL SOCIETY OF THE DISTRICT OF COLUMBIA, SECTION ON OPHTHALMOLOGY 
PRESIDENT: Elbert W. Dodd, Jr., M.D. 
SECRETARY-TREASURER: Henry L. Bastien, M.D., 3801 Fairfax Drive, Arlington 
Time: October 25, 1960; December 13, 1960; February 14, 1961 


MEDICAL SOCIETY OF THE DISTRICT OF COLUMBIA, SECTION ON OTOLARYNGOLOGY 
PRESIDENT: Max Fischer, M.D. 
Secretary: Robert D. Ralph, M.D., 6220 North Washington Blvd., Arlington 
Time anv Pace: 6:30 p.m., Second Tuesday of November, January, March and May; Army Navy Club 


Florida 


FLORIDA SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PRESIDENT: Kenneth S. Whitmer, M.D 


Secretary: Joseph Taylor, Jr., M.D., Suite 709, One Davis Bldg., Tampa 
[ime anpd Piace: April, 1961; The Americana, Miami Beach 


GREATER MIAMI EYE, EAR, NOSE AND THROAT SOCIETY 
PresipENT: Mariano C. Caballero, M.D. 


SrecretTary-Treasurer: H. Carlton Howard, M.D., Suite 219, Plaza Bidg., 245 S. E. First St., Miami 32 
Trme AND Prace: Quarterly; McAllister Hotel 
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DIRECTORY OF SOCIETIES 


GEORGIA SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: W. P. Rhyne, M.D. 
Secretary: James T. King, M.D. 516 Baptist Professional Bldg., Atlanta 12 
Time AND Priace: March 2-4, 1961; General Oglethorpe Hotel, Wilmington Island, Savannah, Ga. 


ATLANTA EYE, EAR, NOSE AND THROAT SOCIETY 
Jr., M.D., 340 Boulevard, N. E., Atl 
ECRETARY: war sxren, 2 evar anta 
Time AND Prace: 7:30 p.m., Fourth Monday of each month; Fulton County Academy of Medicine 


Hawaii 


grag hg EAR, NOSE AND THROAT SOCIETY 
Presipent: Howard H. Honda 
SECRETARY: Herbert G. Pang, “D D., ~~ 202, Nuuanu Medical Center, 1374 Nuuanu Avenue, Honolulu 17, 
TREASURER: T. Kimata, 
Time Prace: Third each month; Pacific Club 


Illinois 


CENTRAL ILLINOIS SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presivent: Dr. G. E. Hartenbower 
Secretary: Dr. C. L. Pannabecker, 434 Jefferson Bldg., Peoria, IIl. 


CHICAGO LARYNGOLOGICAL AND OTOLOGICAL SOCIETY 
Presipent: Henry B. Perlman, M.D 
SECRETARY-TREASURER: Robert Lewy, M.D., 25 E. Washington St., Chicago 2 
TIME ane, Puaces vat Monday of each month, October through May; Furniture Club of America, 666 N. Lake 
hore Dr., Chicago 


CHICAGO OPHTHALMOLOGICAL SOCIETY 
Presipent: Toseph Haas, M.D. 
Secretary: David Shoch, M.D., 700 North Michigan Ave., 
Time AND Prace: Third "Monday of each month October to — iilini Union, 715 S. Wood St., Chicago 


Indiana 


PRESIDENT: Ernest L. Dietl, M. 
Secretary: Carlton A. Keck, M.D., 2902 Fairfield Avenue, Fort Wayn 
Time AnD Prace: May 4 and 5, 1961; French Lick Sheraton Hotel Peanut Lick, Ind. 


INDIANA ee OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 


INDIANAPOLIS OPHTHALMOLOGICAL AND OTOLARYNGOLOGICAL SOCIETY 
PresipENt: David E. Brown, M.D. 
Secretary: Theodore R. LeMaster, M.D., 304 Hume Mansur Bldg., Indianapolis 
IME ane. Laue 6:30 p.m., Second Thursday of each month, November through May; Indianapolis Athletic 


Iowa 

IOWA ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: Arthur Downing, M.D. 
Secretary: William Huffman, M.D., University Hospitals, Iowa City 


DES MOINES ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: Chester Woodburn, 


Secretary: Robert H. Foss, M. >. 610 Equitable Bldg., Des Moines, Iowa 


Kentucky 
LOUISVILLE EYE AND EAR SOCIETY 
Presipent: Thomas E. 


Booth, M.D 
Secretary: Roderick MacDonald, ,4 M.D., 323 East Chestnut Street, Louisville 
Time anv Prace: Bimonthly; Provincial House 


Louisiana 
NEW ORLEANS GRADUATE MEDICAL ASSEMBLY 
Presipent: Maurice E. St. Martin, M.D. 


Secretary: Mannie D. Paine, Ir.. M.D., Room 103, 1430 Tulane Ave., New Orleans 
Time AND Prace: March 6-9, 1961; Roosevelt Hotel, New Orleans 


Maryland 


BALTIMORE CITY MEDICAL SOCIETY, OPHTHALMOLOGICAL SECTION 
Presipent: Roy O. Schulz, M.D. 
Secretary: Arnall Patz, M. D., 1212 Eutaw Place, Baltimore 
TIME AND PLACE: November ; ‘Park Plaza Hotel, Baltimore 


BALTIMORE EAR, NOSE AND THROAT SOCIETY 
PresipENT: Robert Z. Berry, M.D. 
Secretary: Francis Catlin, M.D., John Hopkins Hospital, Baltimore 
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Massachusetts 
MASSACHUSETTS MEDICAL SOCIE 
SECTION OPHTHALMOLOGY AND NGOLOGY 
CuatrmMan: M. Stuart Strong 
Secretary: Robert E. Klotz, ‘243 Charles St., Boston 14 


BOSTON CITY —— AURAL AND OPHTHALMIC ALUMNI SOCIETY 
Presipent: D. Robert Alpert, M 
SECRETARY: Frederick L. ae Sle M.D., 520 Commonwealth Ave., Boston 


MICHIGAN STATE MEDICAL SOCIETY, SECTION ON OPHTHALMOLOGY 
CHAIRMAN: Paul L. Cusick, M.D. 
Secretary: Paul Van Portfliet, M.D., 26 Sheldon Avenue S.E., Grand Rapids 


MICHIGAN STATE MEDICAL SOCIETY, SECTION ON OTOLARYNGOLOGY 
CHAIRMAN: E. Magielski, M.D. 
Secretary: Vital Cortopassi, M.D., 324 S. Washington, Saginaw, Mich. 


MICHIGAN TRIOLOGICAL SOCIETY 
PRESIDENT: E. Magielski, M.D. 


SECRETARY: alter Z. Rundles, Jr., M.D., 500 South aeene Traverse, Flint 3 
Time anv Piace: Five times yearly; Lansing or Marshal 


OPHTHALMOLOGICAL CLUB 
PRESIDENT: Members in rota 
SecrETARY: John W. Henderson, M.D , Outpatient Bldg., University Hospital, 
y 


Ann Arbor 
TiME AND PLAceE: "November, December, February, and March; Wayne County Medical 
Society Bldg., Detroit 


DETROIT OPHTHALMOLOGICAL SOCIETY 
PrEsIDENT: James A. Olson, M.D. 
Secretary: Lester E. McCullough, me Mink David Whitney Bldg., Detroit 26 


Time AnD Ptrace: November 10; 8; January 26; ebruary 23, and March 23; Wayne County 
edical Society Bldg. 


DETROIT OTOLARYNGOLOGICAL SOCIETY 
Presipent: Ned I. Chalat, M.D. 
Secretary: Harold Schuknecht M D., Henry Ford Hospital, Detroit 
Time anv Prace: 7:00 p.m., ird Wednesday of each month; Wayne County Medical Society Bidg., Detroit 


SAGINAW OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PRESIDENT: Joseph pets. M 


Secretary: Arno Weiss, D., 3521 State St., S 5 Ne 
Time AnD Pace: First Tuesday of each month; -Life Inn, Saginaw 


Minnesota 
MINNESOTA ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PRESIDENT: Walter Lees Hoffman, M.D. 
Secretary: John P. Wendland, o. D., 203 Doctors Bldg., Minneapolis 2 
Time anp Pace: Second Friday of each month; Minneapolis Club, Minneapolis; Minnesota Club, St. Paul 


Missouri 
KANSAS OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 


PRESIDENT: Gunnar O. Pro 
Secretary: Earl G. in, 4706 Broadway, Kansas City, Mo. 


EAR, NOSE AND THROAT CLUB OF ST. LOUIS 
CHAIRMAN, Executive Committee: W. B. Harkins, M.D. 
SEecrETARY: Daniel D. Klaff, M.D., 3720 Washi Bivd., St. Louis 8 
Time anv Piace: Third Wednesday of January, March, May and a University Club 


ST. LOUIS OPHTHALMOLOGICAL SOCIETY 
PRESIDENT: Philip y' Shahan, M.D 
SEcRETARY: Robert A. Moses, M.D., 640 South Kingshighway, St. Louis 10 
TiME AND Pace: 6:30 p.m., 4th Thursday each month, except November; Park Plaza Hotel 


Montana 


MONTANA ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: Cecil Hall, M.D. 
SECRETARY: James Morrison, M.D., 1241 N. Broadway, Billings 


Nebraska 


NEBRASKA ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PRESIDENT: Paul Peterson, M.D. 
Secretary: E. S. Maness, M.D., 1006 Sharp Bldg., Lincoln 
Time Pace: April, 1961; Omaha 
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DIRECTORY OF SOCIETIES 


OMAHA EYE, EAR, NOSE AND THROAT SOCIETY 
Xo D., 3610 Dodge S Omaha 
SECRETARY: W ciIntire, e Street, 
TIME AND +: cane Wednesday of January, March, May, September, and November; Omaha Club, 20th 
an uglas, a 


New Jersey 


ACADEMY OF MEDICINE OF NEW JERSEY, 
EYE, EAR, NOSE AND THROAT SECTION 


CuatrMAN: Herbert L. Moskowitz) M.D. 
Secretary: Leon Schwartz, M.D., 162 Chestnut Street, Rutherford 
Time AND Prace: Third Friday of each month; Newark Eye and Ear Infirmary 


MEDICAL SOCIETY OF NEW JERSEY, SECTION ON OPHTHALMOLOGY 
Presipent: Louis A. Amdur, M.D. 
Secretary: Henry Abrams, M.D., 253 Witherspoon Street, Princeton 
Time AND Piace: March, 1961; Haddon Hall, Atlantic City 


NEW JERSEY ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: E. A. Atwood, M.D. 
Secretary: John Scillieri, M.D., 660 Broadway, Paterson 
Time AND Prace: May, 1961; City 


NEW JERSEY OPHTHALMOLOGICAL SOCIETY 
Presipent: Samuel Diskan, M.D. 
Secretary: Oram Kline, Jr., M.D., 524 Cooper Street, Camden 
Time anv Prace: November, Princeton; May, Atlantic City 


New Mexico 


NEW MEXICO OPHTHALMOLOGICAL SOCIETY 
Presipent: J. A. Dillahunt, M.D. 
Secretary: James T. McGuckin, M.D., 107 Girard Blvd. S. E., Albuquerque 


New York 


NEW YORK ACADEMY OF MEDICINE, SECTION ON OPHTHALMOLOGY 
CHAIRMAN: Joseph Laval, M.D. 
SECRETARY: Joseph A. C. Wadsworth, M.D., 108 East 68th Street, New York 21 


Time anv Prace: Third Monday of each month; Afternoon sessions at hospitals (2:30 p.m.), evening sessions 
at New York Academy, room 20 (8:00 p.m.). 


NEW YORK MADE T, OF MEDICINE, SECTION ON OTOLARYNGOLOGY 


CHAIRMAN: Darrell G. Voorhees, M.1 

Secretary: Duncan R. McCuaig, M. D.. 81 East 77th Street, New York City 

Time anv Prace: 8:30 p.m., Third Wednesday of each month ; New York Academy of Medicine, 
103rd St., New York 29 


NEW YORK SOCIETY FOR CLINICAL OPHTHALMOLOGY 
Presipent: Alfred Kestenbaum, M.D. 
Secretary: Alan H. Barnert, M.D., 960 Park Avenue, New York, 28 
TIME -_ Priace: First Monday of the month, November thru May; New York Academy of Medicine, 
O3rd St., New York 29 


CENTRAL NEW YORK EYE, EAR, NOSE AND THROAT SOCIETY 
Presipent: George Sisson, M.D. 
Secretary: Wesley Bradley, M.D., 1100 E. Genesee St., Syracuse 


EASTERN NEW YORK EYE, EAR, NOSE AND THROAT ASSOCIATION 
Presipent: H. G. Anderson, M.D. 
Secretary: Frank C. Furlong, M.D., 713 Union St., Schenectady 


Time AND Pace: First Thursday of November, January, a March, April and June; Albany, 
chenectady and Troy 


ALUMNI ASSOCIATION OF THE NEW YORK EYE AND EAR INFIRMARY 
Presipentr: Joseph H. Krug, M.D. 
Secretary: John R. Finlay, M.D., Greenwich Medical Bldg., 49 Lake Ave., Greenwich, Conn. 


BROOKLYN OPHTHALMOLOGICAL SOCIETY 
PrEesipENT: Ira W. Mensher, M.D. 
Secretary: Nicholas P. Tantillo, M.D., One Hanson Place, Brooklyn 17 
Time: Fourth Monday of November, January, March and May 
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Lil TRANSACTIONS — SEPTEMBER - OCTOBER, 1960 


BUFFALO OPHTHALMOLOGICAL CLUB 
Presipent: Charles H. Addington M.D. 
Secretary: John P. Luhr, M. 40 North Street, Buffalo 
Time AND Pace: Second Thursday, October thru May; aS Hotel, Buffalo 


* 


LONG ISLAND OPHTHALMOLOGICAL SOCIETY 
PRESIDENT: Jesse Michaelson, M.D 


SECRETARY: Villiam Donnelly, M. D., 661 Beach Road, Rockville Centre, N. Y. 
Time anv Prace: Dinner eetings; Fourth Monday of February, April, September and November 


North 


NORTH wm EYE, EAR, NOSE AND THROAT SOCIETY 
Presipent: William D. Farmer, M.D. 
Secretary: John S. Gordon, M D., 412 North Church Street, Charlotte, N. C. 


Ohio 


AKRON en OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PRESIDENT: H. Stahl, M.D. 
SECRETARY: b. W. Mathias, M.D., 819 First National Tower, Akron 8 
Time AND Piace: 6:30 p.m., First Monday of October, December, February and May; Akron City Club, Akron 


CINCINNATI OTOLARYNGOLOGICAL SOCIETY 
PresipENT: William Thornell, M.D. 
Secretary: William Schrimpf, M.D., 3035 Clifton Avenue, Cincinnati 20 Te 
Time anv Pace: 6:30 p.m., Third ‘Monday of each month; University Club, Cincinnati 


CLEVELAND OPHTHALMOLOGICAL CLUB 
PRESIDENT: og J. Nicholl, M.D. 
Secretary: John H Graham, M.D., 5370 Pearl Road, Parma 


Time anv Piace: November 1, 1960; January 10, 1961; Wade Park Manor, 107th St. and Park Lane, 
Cleveland 


CLEVELAND OTOLARYNGOLOGICAL CLUB 
PRESIDENT: R. W. Machamer 


M.D. 
SecrRETARY: Fred Tingwald, Xt. D., 2060 East 93rd Street, Cleveland 
Time AND Pace: Second Wednesday of November, February, April and May; Wade Park Manor 


COLUMBUS SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PRESIDENT: John E. Arthur, M.D. 
SecrETARY-TREASURER: M. L. Battles, M.D., 370 East Town Street, Columbus 15, O 


hio 
TIME ane Ae First Monday of each month, October through April; Gelvesaler Club, 40 S. Third St., 
um 


TOLEDO EYE, EAR, NOSE AND THROAT SOCIETY 
PRESIDENT: Frank W. Taylor, M.D. 
Secretary: Gail Ann en, M.D., 424 West Woodruff, Toledo 2, Ohio 
TiME AND Pace: 6:00 p.m., Third Tuesday of each month; Toledo Club 


Oklahoma 


OKLAHOMA CITY ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PRESIDENT: ar Hough, M.D. 
Secretary: J. C. Pic ard, M.D., Pasteur Medical Bidg., Oklahoma City 


n 
OREGON ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PresipENtT: George Saunders, M.D. 
SecrETARY: Donald C. Mettler, M.D., 1216 S. W. Yambhill St., Portland 
Time anv Piace: Fourth Tuesday of each month; Aero Club of Oregon, 804 S.W. Taylor St., Portland 


Pennsylvania 


PENNSYLVANIA ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PRESIDENT: John Knox Covey, M.D. 
Secretary: Daniel S. De Stio, M.D., 121 South Highland Avenue, Pittsburgh 6 
Time anp P race: May 18-20, 1961; Bedford Springs Hotel, Bedford, Pa. 


WESTERN PENNSYLVANIA EYE, EAR, NOSE AND THROAT SOCIETY 
Presipent: Carl E. Brant, M.D. 
SECRETARY-TREASURER: F. E. Murdock, M.D., 28'4 W. Scribner Ave., DuBois 
Time anv Prace: Third Thursday of April and September; Indiana, Pennsylvania 


WYOMING VALLEY EYE, EAR, NOSE AND THROAT CLUB 
PresipENT: W. C. Marsden, M.D. 
Secretary: Albert J. Abbott, M.D., 203 E. Green St., Nanticoke 


TiME AND Ptace: Last Tuesday of each month, October through April; Luzerne County Medical Society Bldg., 
S. Franklin St., Wilkes-Barre 
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DIRECTORY OF SOCIETIES 


PHILADELPHIA COLLEGE OF PHYSICIANS, SECTION ON OPHTHALMOLOGY 
Presipent: Carroll R. Mullen, M.D 
Secretary: William E. Krewson Ill, M.D., 1930 Chestnut St., 


3 
Time abe Siac: See Thursday of each month, October to May; ege of Physicians, 19 S. 22nd St., 
iladelphia 


PHILADELPHIA COUNTY MEDICAL SOCIETY, EYE SECTION 
CuatrMan: William C. Frayer, M.D. 
Secretary: Ralph C. Lanciano, M.D., 259 South 17th Street, Philade spate 
County 


Time AND Ptace: First Thursday of each month; Philadelphia edical Society Bidg., 301 S. 21st St.. 
Philadelphia 


PHILADELPHIA LARYNGOLOGICAL SOCIETY 
PRESIDENT: Joseph P. Atkins, M.D. 
Secretary: Charles M. Norris M.D., 3401 North Broad Street, Philadelphia 40 


Time anv Pace: First Tuesday of ‘October, December, April ‘and May; College of Physicians Bldg., 
Philadelphia 


PITTSBURGH OPHTHALMOLOGICAL SOCIETY 
Presipent: Harvey E. Thorpe, M.D. 
Secretary: Myles M. Berk, M.D., 4101 Jenkins Arcade, Pittsburgh 22 
Time anv Prace: Third Monday of each month; Mellon Institute 


PITTSBURGH OTOLOGICAL SOCIETY 
Presipent: Carson S. Dimling, M.D. 
Secretary: Clyde B. Lamp, Jr., M.D., 8102 Jenkins Arcade, Pittsburgh 22, 


READING EYE, EAR, NOSE AND THROAT SOCIETY 
PRESIDENT: Robert Shoemaker, M.D. 
Secretary: James H. Parker, Jr.. M.D., 238 N. Fifth St., Reading 
Time AND Piace: 5:30 p.m., Third Wednesday of each month, Santander to June; Wyomissing Club 


South Carolina 


SOUTH CAROLINA SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: L. D. Lide, M.D. 
SECRETARY-TREASURER: Roderick Macdonald, M.D., 330 E. Main St., Rock Hill 


Tennessce 


TENNESSEE STATE ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: J. Thomas Bryan, M.D 
Secretary: William F. Murrah, Jr. . M.D., 130 Madison Avenue, Memphis 


CHATTANOOGA AND HAMILTON COUNTY EYE, EAR, NOSE AND THROAT SOCIETY 


CHAIRMAN AND Secretary: J. E. Johnson, M.D., 4547 Brainerd Rd., Chattanooga 4 
Time AND Pace: 6:30 p.m., Last Thursday of each month ; Mountain City Club 


KNOXVILLE SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: E. E. Miller, M.D. 
SECRETARY: Reese Patterson, M.D., 406 West Church, Knoxville 
Time anv Piace: Four times yearly; University of Tennessee Research Hospital 


MEMPHIS SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
CuairMaNn: Each member in alphabetical order 
SECRETARY: Roland H. Mvers, M.D., 1720 Exchange Building, Memphis 
Time anD Pace: Second Tuesday of each month; Memphis Eye, Ear, Nose and Throat Hospital 


NASHVILLE ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PRESIDENT: Phillip L. Lyle, M.D. 
SecketTary”’ Clyde Alley, M.D., Medical Arts Bidg., Nashville 
Time anp Piace: Third Monday, October through May; Cadaceus Club, Mid State Medical Center 


Texas 
TEXAS aarp OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 


PRESIDENT: Lyle J. Logue, M.1 
Secretary: Oliver W. Suehs, N. D., 14 Medical Arts Square, Austin, Texas 
Time AND Pace: December 2 and 3, 1960; San Antonio, Texas 


DALLAS ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: Tom McCrory, M.D. 
SECRETARY-TREASURER: David S. Stayer, M.D., 606 Med’cal Arts Bldg., Dallas 
Time Pace: First Tuesday each month, Parkland Hospital 


FORT WORTH EYE, EAR, NOSE AND THROAT SOCIETY 
PresipENT: lack Brownfield, M.D. 
Secretary: Joe L. Bussey, M.D., 1201 W. Presidio, Fort Worth 
Time AND Pace: First Friday of each month; St. Joseph Hospital 
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HOUSTON OPHTHALMOLOGICAL SOCIETY 
Presipent: William J. Snow, M.D. 
Secretary: Carey J. Jargrove, M.D., 1216 Memorial Professional Bldg. 
Time anp Piace: 8:00 p.m.; Second Thursday, September through June; Doctor’s Club 


SAN ANTONIO SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PREsIDENT: Graham B. Milburn M.D. 
Secretary: Thomas B. Hogan, Jr., M.D. 
CoRRESPONDING Secretary: J. L. Mims, Jr., M.D., 211-212 Medical Arts Bldg., San Antonio 
Time: Third Tuesday of each month, September through May 


TEXAS OPHTHALMOLOGICAL ASSOCIATION 
PRESIDENT: Otto Lippmann, M.D 
SECRETARY: James Scruggs, ate D., 2223 Austin Avenue, Waco 
Time AND PLAcE: April 24 and 25, 1961; Galveston 


Utah 
UTAH OTO-OPHTHALMOLOGICAL SOCIETY 
PRESIDENT: David Dolowitz, M.D. 
Secretary: Don B. McAffee, M.D., 508 East South Temple, Salt Lake City 
Time anv Piace: Third Monday of each month; University Club, Salt Lake City 


VIRGINIA SOCIETY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Presipent: R. O. Smith M.D. 


SECRETARY-TREASURER: Marion K. ries, » At. , M.D., 104 E. Market St., Charlottesville 
TIME AND Pace: May 4-6, Roa 


TIDEWATER OPHTHALMOLOGICAL AND OTOLARYNGOLOGICAL SOCIETY 
PRESIDENT: Milton Salasky, M.D. 
Secretary: J. A. Klotz, Jr., M.D., 905 Wainwright Bldg., Norfolk 10 
Time AND Pace: October, February and May; Tidewater area 


RICHMOND, EYE, EAR, NOSE AND THROAT SOCIETY 
Presipent: R. K. Williams, M.D. 
SECRETARY: Mason Smith, M.D., 2035 Monument Ave., Richmond 20 
Time anD Piace: Third Tuesday of January, March, May and October; Commonwealth Club 


Washington 
WASHINGTON STATE MEDICAL ASSOCIATION, 
SECTION ON EYE, EAR, NOSE AND THROAT 


PresipENT: Claude K. Miller, M.D. 
Secretary: Neil F. Thorlakson, M.D., 605 Cobb Bidg., Seattle 1 


PUGET SOUND ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 


Presipent: George H. Drumiieller, M.D. 
Secretary: Louis N. Hungerford, Ir., M.D., 1118 9th Avenue, Seattle 1 
Time aND Prace: Third Tuesday of each month; Roosevelt Hotel 


SPOKANE ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
PRESIDENT: Harold W. M.D. 
Secretary: Robert J. Davis, South 427 Bernard, Spokane 
Time: Fourth Tuesday evening of every other month 


West Virginia 
WEST VIRGINIA ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 


A. B. Holt, M.D. 
SECRETARY-TREASURER: Worthy W. McKinney, M.D., Beckley, W. Va. 
Time AND Ptace: April 6-8, 1961; Greenbrier Hotel, White Sulphur Springs 


Wisconsin 
MADISON, WISCONSIN, EYE, EAR, NOSE AND THROAT SOCIETY 
PRESIDENT: Rollo Lange, M.D. 
SECRETARY: — V. Berger, Jr., M.D., 224 W. Washington Ave, Madison 
Time AND Prace: 6:00 p.m., First Tuesday of each month, November thru June; Madison Club 


MILWAUKEE OTO-OPHTHALMIC SOCIETY 
PRESIDENT: Roger Lehman, 


M.D. 
Secretary: Charles J. Finn, M.D., 945 North 12th Street, Milwaukee 
Time AND Pace: Fourth Tuesday ‘of each month, October through May; University Club 
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TEACHING AIDS 


RETINAL DETACHMENT, H. Arruga, et a 
OCULAR SURGERY, Conrad Berens and J. Ht. King 
CATARACT TYPES, F. C. Cordes 
SLIT LAMP BIOMICROSCOPY, E. Goar, et al. 
DESCRIPTION OF THE ORBIT, McCotter, Fralick and Henderson 
GLAUCOMA, Samuel J. Meyer 
THE INTERPRETATION OF VISUAL FIELDS, C.W. Rucker 
REFRACTION, Daniel Snydacker and Frank W. Newell 
EXTRINSIC EYE MUSCLES, H. Soul Sugar 
MICROBIOLOGY OF THE EYE, Ted Suie 
PRINCIPLES OF OTOLARYNGOLOGIC PLASTIC SURGERY, Oscar Becker ... 
A GUIDE TO THE CARE OF ADULTS WITH HEARING LOSS, L. R. Boies, et al. 
VOCAL REHABILITATION, Friedrich S. Brodnitz 
EMBRYOLOGY OF THE HEAD AND NECK, Jack Davies 
RADIOGRAPHIC ANATOMY OF THE TEMPORAL BONE, J. Brown Farrior .. . 
ALLERGY IN OTOLARYNGOLOGY, F. K. Hansel and J. R. Anderson 
EXAMINATION OF THE LABYRINTH IN RELATION TO ITS 
PHYSIOLOGY AND NONSUPPURATIVE DISEASES, 
W. J. McNally and E. A. Stuart 
NONSURGICAL COMPLICATIONS OF OTOLARYNGOLOGIC SURGERY, 
J. J. Pressman, et al. 


ges oe HINTS FOR HANDLING THE HEARING HANDICAPPED, 


HEARING TESTS, Arthur L. Juers 


PHYSIOLOGY OF THE LARYNX, J. J. Pressman and George Kelemen 
THE EMBRYOLOGY OF THE EAR, NOSE, AND THROAT 

E. Van Alyea 
STRABISMUS: A SYMPOSIUM, Kenneth C. Swan, et al. 
REFRACTION DIFFICULTIES, Clarence A. Veasey, Jr. 


ABSTRACTS 
Set contains outlines, briefs of instruction courses as presented at Academy meetings. Unbound. 


Ophthalmology : 


Otolaryngology : 


TRANSACTIONS 
Subscription: Per year, bimonthly publication 
Single issue: Through 1957 
1958 through 1960 


BOUND VOLUMES 
Atlas of Otolaryngic Pathology 


FILMS — LANTERN SLIDES — FILM STRIPS 
THE EMBRYOLOGY OF THE EYE, a motion picture in color with sound. 


Available on one reel or in two parts on two reels with metal containers 
and mailing case Per Print 


176 Lontern Slides from above film, 2 X 2, in color 
Mounted in glass, with wooden filing box 
Mounted in cardboard, with plastic and plywood filing box 


Film Strips, from above film, 32 mm. 
Set of six (176 frames), in color, in metal containers 


THE EMBRYOLOGY OF THE EAR, a motion picture in color with sound. On 
three reels with metal containers and mailing case Per Print 500.00 


SEND ORDER WITH REMITTANCE TO 
W. L. BENEDICT, M.D., 15 SECOND STREET S.W., ROCHESTER, MINNESOTA 
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new protection and comfort 
for 12,000,000 eyes 
wearing contact lenses | 
MifRGan 


ALLERGAN WETTING SOLUTION ee 
ALLERGAN SOAKING SOLUTION 


imum protection ... 
g contact lens solu- 


contact lenses. 


Used concurrently, ALLERGAN Soaking Solution 
and ALLERGAN Wetting Solution 1) counteract 
the eye’s natural “foreign body” reaction to the 
lens, 2) establish a tear-compatible buffer zone 
between the lens and the corneal surface and 


3) protect against contamination during and 
between wearing periods. 


SOAKING ar. ey, In ted clinical trials, patients pro- 
SOLUTION 4 comfort and freedom from irritation or 
fogging of vision even when lenses are worn 
over extended periods of time. 
lenses ALLERGAN Wetting Solution a combination of 
w 
ALLE RG > th lkonium chloride US.P. 0.004% as a pre- 
servative. Supplied in 60 cc. plastic bettles. 
ALLERGAN Soaking Solution contains ingredients for 
germicidal rage, ming and hydration 
contact lenses, with Chiorbutanol 0.35% and Benzal- 
konium chloride U.S.P. 0.004% as preservatives. Avail- 
able in 120 cc. plastic bottles. 


Because many authorities consider in- 
fection the greatest potential hazard 
in contact lens fitting and wearing, the 
Al Research Division has con- 
ducted extensive laboratory tests to de- 
termine the survival time of various 
bacteria and fungi in ALLERGAN Wetting 
and Soaking Solutions. The results of 
these tests and the rationale, formula 
and usage recommendations for both 

ucts are fully described in the 

Product Brief. A copy of this 
brief together with samples of ALLER- 
GAN Wetting and Soaking Solutions 
will be to you upon request. 
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